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ove with other Homeopathic Literature approved 
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All Elastoplast bandages 
NOW HAVE POROUS ADHESIVE! 


When the Elastoplast Bandage with 
Porous Adhesive was introduced to the 
medical profession, the demand for it 
was SO immediate, so wide-spread, that a 
priority system of supply was necessary 
More and more of our manufacturing 
resources were turned over to the pro- 
duction of this type of bandage. Now 
demand has increased further to such an 
that have been induced to 


extent we 


make all Elastoplast Bandages with the 
Porous Adhesive 

The reason for this overwhelming de- 
mand is simple—the Elastoplast Bandage 


with Porous Adhesive represents a most 
significant advance in the field of Elastic 
Adhesive Bandages. It the 
plaster by 


evaporation sweat 


overcomes 


main cause of intolerance, 


permitting free of 


from the skin 


Elastoplast 


POROUS ADHESIVE BANDAGES B.P.C. 
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at the sub-ecute stage when @ the chron stage when the area 
the lesion is drying up, 2 little weeping may still red, dry and scaly, usually with intense irritation, 
be present but the ares is mainly crusted, it is safer and more effective to use, instead 
irritant and sore, epply of the customary coal tar preparation, 


Zicthol Pixcyl 


CREAM CREAM 


containing purified frection equivalent tw 5 %, 


@ cream containing 16°, zinc oxide 
ichthammol and 2°, camphor crude coal tar, 1% salicylic acid, 25° zinc oxide 
in a non-drying base 
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im a soothing, drying bese 
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Cats 
have 
nine 
lives... 


BISMUTH RESEARCH 


DEPARTMENT 


Mining & Chemical Products Ltd. 86 Strand, London, W.C.2. Phone: Temple Bar 651! 
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THE GENTLE ART OF Sn if fing 





1. the age of snuff and elegance a suitable sniff 
was part of every gentleman's social equipment 
Nowadays the art has declined until its continued 
existence depends entirely upon the efforts of a body 
comparatively ineffective, albeit enthusiastic, amateurs 
In order to retain at least some remnant of the more 
spacous days of the past, our tex hn lans constructed a 
nachine. With its aid even the most subtle sniffs can be 
captured, measured, and classified, and the volume of the 
average sniff determined Thus it is that one of the 
nicest sniffs, the once-an-hour decongestive sniff, is 
standardized to a startling degree for the benefit of 


those who use the 


Benzedrine INHALER 


For cost to N.H.S., see M. & J. list of costs dated May, 1955 

SMITH KLINE & FRENCH INTERNATIONAL CO. 
represented by Menley & James, Ltd., Coldharbour Lane, London, S.E.5 
Tel : BRixton 785! * Benzedrime registered trade mark 
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Soluble aspirin 





ot consistently 


high quality 


that 


aspirin is to be preferred 


Ir IS NOW WIDELY agreed 
soluble 
idministration both for 


for general 


its solubility and for its neutrality. 
These qualities ensure rapidity of 
absorption and a greatly diminished 
risk of gastric irritation. 

“Solprin” provides soluble aspirin 


of very high uniform quality. 


Solprin will be found easy and 
couvenient to take by the patient, 
and its slight flavouring helps to 
make it palatable. 

Solprin may be recommended for 
all those conditions in which aspirin 
was prescribed. Its qualities make it 
peculiarly valuable when heavy or 
prolonged dosage is needed. 








SOLPRIN 


> aeco 
Soluble and substantially neutral 


Not advertised to the public 


Solprin is available only on prescription and only 
in Great Britain and Northern Ireland. Clinical 
samples and literature will be supplied on request. 


W.H.S. BASIC PRICE 12/6 for 500 tablets in foil. 


RECEITT & COLMAN LTO... HULL & LONDON (HARMACEUTICAL DEPT. HULL) 
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nas such advantages 


control the blood-sugar level for 24 hours. 


o 4 
| ut L 
To-day, the new diabetic has many facilities to 
| enable him to lead and enjoy a normal 
life. The introduction of 1.Z.S. (Insulin Zinc Suspension) 
A.B. has greatly simplified the treatment of 
| the majority of cases, one injection being sufficient to 


1.Z.S. offers the following advantages over other prolonged 
action insulin prepartions :— 


I No protein or peptide material present 
other than insulin itself. 





| 2. Rapid onset with prolonged action 
| 3. It meets the needs of a higher percentage 
of diabetics. 
| 1.Z.S. (Insulin Zinc Suspension) A.B. is supplied in vials 
of 10 c.c. containing 40 or 80 uniis per c.c. 


tt tine 
““ Quspension 


* —Jumnm La ated Viana factus 


ALLEW 4 HANBURYS LTO THE BRITISH DRUG HOUSES LTD 
LONDON, £.2 ° LONDON, W.1 
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Leadership in oral-iron therapy 


FERROMYN 


(Ferrous Succinate) 


THE NEW ORGANIC IRON 


FERROMYN is an original and logical approach to the problem of iron 
absorption and utilisation in the treatment of hypochromic amemias 
FERROMYN brings oral iron therapy a step nearer the ideal. 

This new preparation presents Ferrous Succinate and exhibits the following 
dvantages over all other forms of oral iron therapy: 


1. Highest utilisation (42°, _ 5°.) ensuring quickest restoration of 
Hb. values. It is significant to note that the utilisation factor for 
FERROMYN is 50°. greater than that obtained with contem- 
porary preparations. 

In the recommended dosage of two tablets t.d.s. there is no 
evidence of intolerance or other gastric reaction. 


LEO LEE! RRR. RRO: lle OEE ia aaaa a ERECTED 
ea 

PREPARATION 

FERROMYN 


FERROUS GLUCONATE 


FERROUS SULPHATE 


I PE Oe on eer OES 


Ferromyn is presented in tablet and liquid form. - 
FERROMYN TABLETS 
FERROMYN ELIXIR F E R Ne) M Y N 
FERROMYN ELIXIR ‘B’ 


PRESCRIBE FERROMYN BY NAME 


LONDON: 


CREWE: . ro 
Telephone: C A L M | Cc L I M | I E D 2 Mansfield Street, W 
$/.5 ei 


Crewe 325! LANgham 8038 
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Elastoplast 
Bandaging 
Technique 


In the treatment of 
gravitational ulcers 
careful bandaging is 
essential in order to 
achieve the best results 
Seepage of discharge 
beneath a bandage 
may be prevented 

by cutting small 

holes in the bandage 


as illustrated 


heid in piace 
by a further 
toplast, absorbs 


ee tiustration 


with the B.P.« It 
¢ permitting [ree evaporation 
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Exceptionally few side effects... 


SYNOPEN 


TRADE MARK 


° 


an 
ae | 
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SYNOPEN is noteworthy for its extrem 
nd rarit 

side effects Drowsiness. gastro-intestina 

disturbance. dizziness and head 

usual complications of the 

fom experienced with Synoper 

does not therefore interfere wit 


are sek 
normal occupatvions 


Indications include 
Hay fever 

Prurit s 

Mot o SICKNESS 
Miz re 

Drug ever 

Ana 


Synopen 


\ me 
Prescribable on N.H.S. ~ aminop 
Form E.C.10 Gei a 
Technical literature on request y 


GEIGY PHARMACEUTICAL COMPANY LTD. 
Rhodes, Middleton, MANCHESTER 
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Anusol Hae 
a pertect tyke 
emollient c« 
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ANUSOL 


er product has ever been 
edvertias the publ 


WILLIAM RB. WARNER 4 60. LTD 
Power Road, London, W.4 
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Why Surgeons & Physicians 


prescribe ME MOSOL 


REGO. TRADE HARK 


THE NEw non-GREASY LIQUID TREATMENT 
FOR HAEMORRHOIDS AND ALLIED CONDITIONS 


§ ‘Hemosol’ has proved highly successful in 
numerous refractory cases as well as in cases 


where excision seemed inevitable 


2‘Hemosol’ promotes healthy tissue forma- 
tion without over-stimulating the mucous 


membranes 


3 Penetrates sub-mucous tissues. Vaso-con- 


strictive, decongestive, antiseptic 


4Contains no narcotic, analgesic or anaes 


thetic drugs. Simple, clean administration 


INDICATIONS: 

Internal and external haemorrhoids— pruritus ani 
anal fissure—fistula—haemorrhoids of pregnancy 
post operatively, assists in the promotion of healthy 
tissue formation 

BASIC Hemosol 6 oz. 4 6\d 

N.H.S Rectal Syringe 1 4d 

PRICE! Cost per application I jd 
Less than the cost of most other haemorrhoidal treat 
ments and their NF. equivalents 
“‘Hemosol’ is available on prescription only, and is not 
advertised to the public 


soce ostaisuTors DON S. MOMAND LTD 
S58 ALBANY STREET, LONDON, NWI 


CLINITEST 
ACETEST HEMOSOL 
a test for » 
for Haemorrhoids 


a test for Ketonuria 
f Glycosuria 
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Y What the eye desta 7 SCC 22 


Invisible airborne pollens bring very real discomfort to 
sufferers from hay-fever who, particularly at this time of 
ear, turn to you—their physician—for relief 

ENADRYL,* one of the most powerful of all antihistarnines, 
has proved consistently effective in checking this wide- 
spread allergy. It provides prompt positive relief for the 
vast majority of erers 


BENADRYL a successful <oaenne 


*Trede Merk Capsules (25 or SO mg.) in botties of SO and S00 xir in bottles of 4 & 16 fi. ozs 


=. 
ip PARKE, DAVIS & CO., LIMITED (inc. USA) HOUNSLOW, MIDDLESEX. Tel: Hounslow 236 
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. Bi etn tase 
in Sjeriatries 


Chlorpromazine is now being increasingly 
adopted in general practice for the management 
infirm patient. 

reports reveal that in the elderly, 


ilts have been obtained in: 


of the elderly sick or 
Published 


200d res 


1 Control of motor excitement and anxiety with- 
out clouding of consciousness or dulling of 
intellect 


Control of progressively painful conditions 
such as inoperable cancer, either when given 
alone or concurrently with simple analgesics 


Control of nausea and vomiting, and hic- 


coughing 
4 Anaesthetic care of the poor-risk patient. 


Detailed information on ‘Largactil’ is available 
and will gladly be supplied on request 


thm hh hile VM MW. 


DisTaiacrTors; PHARMACEUTICAL SPECIALITIES (MAY 


lL Ford 306 Ext 
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SUPPLIES: 1 


and 2 neg Svrur 


larga ctil 3 


trede mork 


CHLORPROMAZINE 
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MANUFACTURED BY 
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MA2642 
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Smith & Nephew Ltd 
introduce 
a new vaginal tampon 


without applicator 


In collaboration with leading gynecologists, our own research 


organisation, Smith & Nephew Research Ltd., have recently concluded 


extensive trials of a tampon which has been widely accepted as an aid to 


menstrual hygiene, on the Continent, during the past five years 


This applicator-less tampon ts now to be marketed in Britain under the name 


LIL-LETS. Samples will gladly be sent to medical practitioners on request 


LIL-LETS have, very briefly, the following main advantages: 


LIL-LETS need no applicator. By inserting LIL-LETS are highly absorbent. They 


he tampon with the fingers, the risk of ibsorb a St fen times their own weight 
ising 1s eliminated osture ; we'll sideways ot lengt! 
ways. They are, therefore, re y Sale 


LIL-LETS assist personal hygiene 
Lets (1/6 for |0) are so ch cheaper LIL-LETS are individually wrapped. Each 
other leading tampons and so easy to tampon is sceaicd transparent cover 


y about and to dispose ol no risk of so g OT echhon when 


tnat worne,;: Ther 


be encouraged tochange them frequent 


LILLETS 
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Let Sanatogen help you in treatment of 
Stress Disorders 


Hippocrates, in the fifth century B.c., taught that 
deductions are to be made only from observed facts. 
But only within the last hundred years has this 
basic principle borne fruit. Today the 
general practitioner treats many diseases 
with confidence and exact knowledge 
Eut what of stress disorders? 


EVIDENCE 
FOR SANATOGEN 
Sanatogen has been 

successfully used as a 

nerve tonic for more 

than fifty years, 

with constantly 

increasing demand 

Now that is a statement 

of observed fact which 

deserves consideration 

We do not suggest that \\ 

Sanatogen is the complete THE ROLE OF SANATOGEN 

answer to stress disorders \ \ a 

Nevertheless, clinical evidence \ Sanatogen is 95%, casein chemically 

shows that the chemical So combined with 5°, sodium 

combination contained \ glycerophosphates. Three teaspoonfuls 

in Sanatogen does , of Sanatogen t.d.s. (the norma! 

produce remarkable results \ \ : ap provide the patient with 

‘ AY 24 grams of protein daily, free from 

fat and cholesterol. Besides, its 
glycerophosphate content has a specific 
tonic effect on body and nerve tissue 
Although Sanatogen is not prescribable 
Owing to its high food value, it is 
being increasingly recommended by 
practitioners today because of the 
excellent results obtainable with this 
tonic. On the evidence, it is a fair 
deduction to say that Sanatogen is 
by far the best tonic 
available today for treatment 
of stress and strain 


Sanatogen 


THE PROTEIN NERVE TONIC , 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Ltd., Loughborough, Leics 
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‘Sulphamezathine’ is 

safe, efficient and trust- 

worthy. In routine use, or 

to save the situation in emergency, 
it has proved itself a staunch friend 


for more than ten years. 


‘Sulphamezathine’ 


Sulphedim dine BP 


the safe, economical sulphonamide 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


WEMSLOW, Ma 


A subsidiary company of Imperial Chemical Indusiries Limited 
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will help your elderly patients 


* OVALTINE ’ is a wholly beneficial nutrient beverage. It is a nourishing 
and sustaining dietary supplement of acknowledged worth in helping to 
build up bodily strength to withstand the frailties and risks which may 
accompany the declining years. 


Its concentrated nourishment—provided by malt, milk, cocoa, soya and 
eggs, and added vitamins—is in a form which even weak or impaired diges- 
tive systems will readily accept. When solid food cannot be taken or 
mastication is difficult, ‘ Ovaltine ’ will prove an easy and convenient means 
of administering necessary nutriment. 


Delicious, soothing and nourishing at all times, it is particularly advan- 
tageous at bedtime, since it helps to promote the conditions favourable to 
natural, restful sleep during which its restorative ingredients can be fully 
utilized by the body. 


Vitamin Standardization 
per oz.— Vitamin B,, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg 


A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 





Manufactory, Farms and ‘ Ovaltine” Research Laboratories: King's Langley, Herts M.380 
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A Superior 
Buffered Analgesic 


*ALASIL” TABLETS—the improved form of salicylate medica- 
tion—provide the efficient analgesia expected from their 
content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the 
tendency to gastric irritation sometimes caused by the use 


of aspirin alone 


Alasil’ is an advanced sedative and anti 
pyretic; it does not tend to induce gastric 
irritation; because of its high tolera 

Advantages bility, # may be used for long-term 
admunistration even to those with sensitive 
stomachs, and to children 


Alasil’ Tablets contain the recognized 
antacid corrective, ‘Alocol’ (Colloidal 
Aluminium Hydroxide), which permits 
their sedative principle, acetylsalicylic 
acid to exert its action with minimal risk 
of side-effects 


Symptomatic pain generally ; rheumatism 


. . 
d fibrositis, lumbago, headache. dysmenor 
icatio rhoea; dental pain : : 
. TO PHARMACISTS i? 7 
s jard siz ‘ 
Packs & Prices imasnema 


Alasil 


t to A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.! 


ALASIL JUVENILE TABLETS 
luvenile Tablets specially sized for children, and 
ured nor flavoured, are packed in tubes bearing 
we instructions 


x x ry x Y¥ Ty Y5 "4 y "4 x z 
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Antihistamines for old and young 


When the contents of Pandora's Box were released, Hope alone remained. To the 
patient of allergic diathesis, threatened by a veritable Pandora's Box of ills, the 
antihistamines * Histantin’ and * Actidil’ represent far more than hope. 

For adults * Histantin’ is the product of choice, giving prolonged relief with a 
minimum of side-effects. 

The new quick-acting antihistamine, * Actidil *, exerts its effect for about 12 hours 
and is also notable for low incidence of side-effecis. ‘ Actidil’ Elixir has been 
specially formulated and clinically tried for the treatment of allergic conditions in 


children. 


*HISTANTIN ’, 50 mgm., is issued in bottles of 25, 100 and 500 
at list prices (subject to usual discount) of 6/6, 24/6, 110)- 
*ACTIDIL’ compressed products of 2.5 mgm. in bottles of 25 
and 500 at list prices (subject) of 6/6 and 110/-. 


*ACTIDIL’ ELIXIR in bottles of 20 fluid ounces, for dispensing, at 
a list price (subject) of 15/-. 


bral BURROUGHS WELLCOME & CO. (The Welicome Foundation Ltd.) LONDON 
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There are buffers and buffers 


—but Prodexin has all the attributes 
of a true buffer,* and more besides 


It keeps gastric acidity 
down to an equable leve 
(pH +5 to 4°5) 

It does not alkalise the 
stomach contents, so that 
acid rebound cannot occur 
Its effect is consistent and 
prolonged 


a 


It does not vary in potency 
it is pleasant and safe to 
take, conveniently packed 
ind i not extravagant to 


prescribe 
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the filter tip 
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WHETHER or not geriatrics should be looked upon as a specialty may be a 











ot point, but there can be no doubt that the care of the elderly is pay 
excellence the job of the general practitioner. In no sphere 

The of medicine is an understanding of human nature more 
Symposium essential than in dealing with the ailments of the elderly and 
the aged. As Dr. Denis Hill points out in his article on ‘the 

nanagement of psychiatric disorders in the elderly’, ‘the time is long past 
vhen the family unit normally included the grandparents’. Yet the ratio 
those over the age of 70 has increased from 1 in 36 in 1891 to 1 in 15 
day, and in twenty years’ time will be around 1 in 7. ‘The corresponding 
hange in the age-ratio in general practice makes it incumbent upon the 
ractitioner to devote increasing time and thought to the methods of 
elping the Darbys and Joans among his patients. As in the whole field of 
edical practice, prevention ts better than cure. To keep the old folk active 
1 happy is infinitely more valuable than waiting until they become in 
ds and then trying to restore them to health once again. ‘Two of the most 
portant measures to ameliorate the lot of the elderly are a postponement 
the current retiring age, and the development of increased facilities for 
ywing the elderly to be cared for in their homes rather than in hospital 

; Professor Hobson comments: ‘Men can be useful and productive mem- 
ers of society long after the age of seventy’. The challenge of the care of the 
lerly is one which the medical profession will not shirk. In the symposium 
s month the reader will find many useful pointers to the policy which he 
yuld adopt in dealing with those among his patients who have entered 


pon the last lap of life 


ANYTHING which enhances the status and efficiency of general practice will 
to the benefit of the health service as a whole, while anything which has 


the opposite effect will in the end be harmful’. With this 


Research quotation from a report of the Scottish Health Services 


in Council, Professor James Mackintosh concluded his John 
General Matheson Shaw Lecture on ‘Research in general practice 
Practice delivered before the Royal College of Physicians of Edinburgh 
last November, and now published as ‘Royal College of 
Physicians of Edinburgh Publications No. 3’. Professor Mackintosh’s thesis 
is that ability and facilities for carrying out research are among the most 
potent factors for enhancing the ‘status and efficiency of general practice’. 
He rightly points out that ‘the provision of incentives to research in general 
practice is not a simple matter of money, or the organization of groups or 
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the provision of laboratory and other facilities; it goes far deeper than this 
and amounts to the early creation of an attitude of mingl’. ‘This is where the 
medical schools have so badly failed in the past, and the time has come 
when ‘the right accent during medical education in the scientific aspect of 
medicine should be directed to strengthen and not diminish the art’. If only 
the medical student could be taught the right approach to research as an 
integral part of medical practice, not only would much valuable information 
be added to our knowledge of disease processes and their prevention, but 
the standard of general practice would also undoubtedly be enhanced 
Professor Mackintosh has many practical suggestions in his fascinating 
lecture, which should be carefully studied by everyone concerned with the 
future of general practice. One of these is that the health department of the 
larger local authorities might well become the centre from which the general 
practitioner received that statistical assistance which is so essential to many 
research projects. This suggestion has the great advantage that it avoids the 
setting up of any more organizations such as a consultant advisory service 


in statistics, and at the same time allows the practitioner to obtain his help 
locally from colleagues who have probably a personal interest in the problem 
which he is investigating. For the most effective use of research in general 
practice some central source of advice and assistance must be established 


In Professor Mackintosh’s opinion ‘the College of General Practitioners 
as an academic and non-political body is best fitted to watch over these 


important functions of research’. 


BRITISH nursing is second to none. Its leaders have shown commendable 
enterprise in their plans for reviewing the practices and procedures of the 
profession in order to keep in line with advances in medical 
Nurses practice and to cope with the increasing difficulty in obtaining 
who adequate recruits for the profession: As we in medicine are 
Nurse learning, to blend the old and the new is fraught with difficulties, 
and there have been indications recently that our nursing col- 
leagues are encountering comparable problems. Among these, two of the 
most important are the precise functions of a nurse, and how much she 
needs to know of medicine, surgery and pharmacology. How much theoretical 
knowledge does a nurse require in order to carry out the doctor’s instruc- 
tions and to ensure that the patient allotted to her care is as comfortable and 
happy as possible? Is the modern nurse becoming as dependent upon 
barbiturates for inducing sleep in her charges as the modern doctor? 
These are among the problems which are vexing the minds of many 
doctors, and some of them are admirably dealt with in a report by the 
Scottish standing nursing and midwifery advisory committee, entitled “The 
work of nurses in hospital wards’ (H.M. Stationery Office, 1955. Price 9d.). 
The committee goes to the core of the problem when it states that ‘the 
general duties of a nurse, and particularly a student nurse, must include 
many minor chores and some apparently menial tasks, but the profession 
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must be careful not to be driven to extremes in this matter. In the Com- 
mittee’s view a nurse should neither be required to undertake procedures 
such as the administration of intravenous fluids or the taking of blood pres- 
sures, nor at the other extreme to do routine domestic work in the ward 
Within these limits, however, there are many jobs which the student nurse 
must learn to do herself in order better to supervise others when she 
reaches a position of responsibility’. A nurse must never be allowed to 
become a technical auxiliary. Hers is an essential contribution to the care 

the sick, and { her doctor or matron to expect her to perform the 
routine procedures which fall within the functions of the doctor is a travesty 
of the high traditions of her profession. As the Scottish committee con- 
cludes, the time ome ‘for the nursing und medical professions to 


consult with each other on the question of a redefinition of a nurse's 
[uis month there falls to be celebrated the centenary 
David Bruce, « if the most famous names in tropical 

ished member of the Army Medical Service 


Sir i m, which coincides with the centenary of the 


David my Pathology Service, a special commemorative 
Bruce Jor f the Royal Army Medical Cort il 1955 
hed Bru e was born of S ottish 
May 29 ss, but the family returned to S 
famous Scotsman ur 
o business, and it was 
cine at the Univer 
» years 1M ¢£ rai practice 
of another general pract 
missioned in the Army Medical Service. Sever 
to Malta where he remained, almost without a break, 
It was d iring this time that he eluc idate 1 the etiology 


fever. In the issue of The Practitioner for September 


mrst published pal ind the one in which he announ if discovery 
} 
' 


‘ 
i 


the organism w! we now know as Brucella melitensis 
ery of a micro-organism in Malta fever’. Six months | 
April 1888, id the privilege of publis! ing his secon 
bjiect: “The micrococcus of Malta fever’. Equally outstanding 
ntributions to the etiology ef irypanosomiasis in mal and animals, tren 
ever and tetanus. He was the first officer of the Royal Army Medical Cor; 
e elected a Fellow of the Royal Society. His marriage was 
fortunate one, and Lady Bruce played a prominent part in all his investiga- 
tions. Professor Tulloch describes her as ‘truly a remarkable woman—a 
brilliant laboratory worker, a scientist, and artist and, in dealing with her 
husband, a very sound psychologist’. Many are the tales of Bruce’s brusque- 
ness of speec h, and on many of these occasions it was his 


situation. Dr Muriel Robe rtson, who worked with him 
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at the Lister Institute, describes how on one occasion Bruce ‘blew in with 
obvious storm clouds upon his brow and, on being asked how the meeting 
at which he had been had gone, said: “There is a good deal of opposition”, 
upon which Lady Bruce remarked that if he would avoid telling people at 
the outset what incredible fools he thought they were, he might find things 
work more smoothly’. He was indeed a great character as well as a great 
investigator, and it is fitting that the country should pay tribute to his 
memory as one of the great names in tropical medicine and one who, in the 
words of Lieut.-General Sir Frederick Harris, the Director-General of the 
Army Medical Service, ‘lit the way to the eventual extermination of tropical 
disease among the officers and men of the Army which he served so well’ 


AN association between climate and the incidence of angina pectoris has 
been recognized since the days of Heberden. Of recent years a comparable 
correlation has been claimed between climate and coronary 

Climate occlusion. The precise climatic factor which might be re- 

and sponsible for precipitating either angina pectoris or coronary 
Coronaries occlusion has never been clearly demonstrated. Most 
observers are agreed in suggesting that one factor is a sudden 
change in climatic conditions, but whether in temperature or barometric 
pressure has never been made clear. A recent report from Dallas, Texas 
(Tenge, H. C., and Heyer, H. E.: Amer. Heart 7., 1955, 49, 9) provides 
impressive evidence in favour of the thesis that ‘sudden metereologic 
changes appear to exert an adverse effect on patients with coronary artery 
disease’, but it is admitted that ‘it is difficult to ascribe a causative role 
specifically to temperature, barometric pressure, or humidity’ 

Ihe Dallas workers have correlated-the 1,386 cases of acute myocardial 
infarction occurring during the six-year period, 1946-51, with the prevailing 
climatic conditions. During this period there were 782 days characterized 
by stable metereological conditions, and during these days there were 375 
cases of acute myocardial infarction; a daily incidence of 0.48 patient. 
During the 249 days characterized by sudden falls in temperature there 
were 251 cases of acute myocardial infarction (1.01 per day), whilst during 
the 237 days characterized by sudden rises in temperature there were 154 
cases (0.65 per day). In other words, there was a much higher incidence of 
acute myocardial infarction during periods of sudden drops in temperature 
but it is of interest to note that more than half of these cases occurred during 
sleep or while the patient was at rest. This suggests that cold alone was not 
the responsible precipitating factor. Incidentally the mortality rate (22.7 
per cent.) during the cold periods was not statistically different from the 
over-all mortality rate (24.5 per cent.) for the whole six-year period. As the 
increase in barometric pressure during these cold periods averaged 0.55 inch 
(13.97 mm.) Hg and as so many of the infarctions occurred while the 
patient was at rest in a warm environment, it would appear as if changes in 
barometric pressure might be an important precipitating factor. 





THE EFFECT OF AGEING ON MENTAL 
AND PHYSICAL CAPACITY 


By WILLIAM HOBSON, M.D., B.Sc., D.P.H. 
Professor of Social and Industrial Medicine, University of Sheffield 


Since the end of the 1939-45 War, increasing attention has been paid to the 
problems of old people and it is a common experience in all branches of 
medicine that the number of persons who fall within the older age-groups 
is increasing. From the medical point of view, the important thing ts that 
invalidism rises markedly over the age of sixty: in other words, in the very 
age-groups which require the most medical care and nursing attention 
From the economic point of view, this means that the effective labour force 
is decreasing and the community is already bearing about as big a burden 
of old age as it can manage 

Whether he be general practitioner, specialist, or employed in industry, 
the doctor can do a great deal to help his elderly patients to overcome their 
lisabilities by giving sound advice and counselling on such things as the 
proper use of leisure, the type of work best suited to their capabilities and 
the right time to retire. In order to do this effectively he requires to know 
something of the effects of ageing on function and on mental and physical 
capacity. Just as children present structural, functional, metabolic, immuno- 
logical and personality characteristics peculiar to their age, so do the aged 
In the case of children, there is a fairly sharp dividing line between child- 
hood and adolescence at the age of puberty; but there is no sudden change 
in ageing: the process is a gradual one. 

From the official point of view, old age is taken to be the age at which 
contributory pensions are first payable, that is, sixty in the case of women 
and sixty-five in the case of men. But the onset of physiological old age is 
not synonymous with any chronological age; it varies a great deal from 
individual to individual, due to the many variables in mode of living, 


accidents, the results of disease, and hereditary factors 


FUNCTIONAL CHANGES IN THE ELDERLY 

Age changes in cells have been studied most carefully in the long-lived 
ghly differentiated cells, e.g. nerve, cardiac and skeletal muscle cells 

here is no uniform constant pattern in these changes but in general there 
nds to be cellular atrophy, fatty infiltration and increased pigmentation 

lhere is an increase in connective tissue and a decrease in tissue elasticity, 


parti ularly in the skin and blood vessels. Bones tend to become decalcified 


and calcium to be deposited in other situations, such as arteries and scar 
tissue. These changes may be partly due to a general decrease in the blood 


supply of tissues resulting from generalized arteriosclerotic changes 
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There is also an inefficiency of the homeostatic mechanisms which main- 
tain the constancy of the physico-chemical equilibrium; thus, there is a 
great vulnerability to changes in temperature, and metabolic and vasomotor 
responses are less effective. There is less efficiency in coping with sugar 
changes (Smith and Shock, 1949), whilst many elderly people fail to 
respond to an injection of insulin by a fall in blood sugar (Himsworth and 
Kerr, 1939). Small variations in temperature and pulse have a much greater 
significance in the elderly. There appears to be a wide range in the resting 
pulse rate, and in a person with a normal resting pulse of 50 to 60 a pulse 
rate of 74 may represent a considerable degree of tachycardia. Symptoms 
and signs are less conspicuous than in younger patients and minor deviations 
take on a greater significance. Repair is much slower and there is a narrower 
margin of safety; thus anemia is much more detrimental to the arterio- 
sclerotic. 

The rise in blood pressure with advancing age is well known, but it is 
much more difficult to say when this becomes pathological. It is clear that 
many old people can remain perfectly healthy with a raised blood pressure 
Hobson and Pemberton (1955) found, for example, that in a random sample 
of old people living at home, 43 per cent. had a resting diastolic blood 
pressure of 100 mm. Hg or over and the majority of these were in good 
health. 

In the central nervous system there are a number of changes which, if 
they had occurred in a younger person, would be of clinical significance, 
but appear to be of little importance in the elderly. ‘Thus, loss of vibration 
sense, brisk knee jerks, muscular weakness and wasting, pupils which do 
not react to light, can all occur in the absence of any evidence of organic 
disease. Similarly, there are certain mental changes which are characteristic 
of old age, such as impaired memory for recent events, which may make it 
difficult to take an accurate history. Apathy and depression have important 
effects on behaviour. 

There can be little doubt that an adequate well-balanced diet is an impor- 
tant factor in preserving the health of the elderly. Mental factors charac- 
teristic of the elderly such as apathy and forgetfulness may adversely 
influence health by leading to a monotonous and inadequate diet. In 
addition, atrophic changes occur in the digestive tract which can have 
marked effects upon the absorption of nutrients; for instance, achlorhydria 


is present in 35 per cent. of elderly people over the age of sixty (Bloomfield 
and Polland, 1933), and the concentration of pepsin and also tryptic activity 
fall off markedly in later life (Meyer, Spier and Neuwelt, 1940). Recent 
surveys have established the high incidence of chronic atrophic gastritis 
over the age of fifty. It is well known that dyspepsia and constipation are 


common. These various factors are no doubt responsible for some of the 
wasting or malnutrition that occurs in old age, or, in severe cases, for 
deficiency diseases such as scurvy and anzmia. 
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Changes in the skeletal system can have an enormous effect upon a 


person’s physical capacity although they might be quite unimportant as 
a danger to life. Examples of these are arthritis and defects of the feet, 
both very common. Rheumatoid arthritis, for example, limits greatly the 
skilled work that can be performed by the hands and is a great disability 


to a musician, typist or to the housewife. Osteoarthritis and spondylitis 


of the spine are both very crippling deformities for a labourer. ‘The tendency 
to decalcification is a 
particular danger when 
falls occur 
Changes in the special 
senses are very important 
in determining capacity 
for various jobs; thus, 
in addition to decrease 
in the power of accom- 
modation, both visual 
acuity and the quickness 
of visual perception de- 
crease, whilst the mini- 
mum amount of light 
required for visual 
stimulation increases. 
These changes can be 
detected at the age of 
twenty. Deafness, espe- 
for the higher 
tones, 1s quite Common, 
" increasing with age and 
more common in men 
here is some evidence 
that this may be due to acoustic trauma in industry (Hobson and 
Pemberton, 1955). Vertigo, on the other hand, is more common in women 
and probably associated with arteriosclerosis of the labyrinth. This can be 
most distressing, leading to falls and fractures, and is an important cause 


of impaired mobility (Droller and Pemberton, 1953) 


THE MEANING OF NORMAL IN RELATION TO AGI 
4 good illustration of the concept of normality and age is afforded by 
estimations on the power of accommodation of the iens. If the accommoda- 
tion of the lens measured in diopters is plotted against the age in a large 
number of healthy individuals, the values all fall within two smooth curves 
which enclose the normal range for accommodation and thereby set up the 
standards of normality at the different age-groups (fig. 1). The power of 
accommodation falls steadily with age until the age of fifty when it remains 
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stationary. We can say, with a fair degree of accuracy, that in the great 
majority of people physiological senescence in the human lens is reached 
at the age of fifty, but it begins at quite an early age—even before puberty 

Until recent years, we have had little information on the normal ranges 
of many of the biochemical variables, and even the values for younger 
age-groups are often based on inadequate figures. ‘The ranges of normality 
of serum alkaline phosphatase, serum cholesterol and blood urea are all 
considerably higher than in younger age-groups (table 1), whilst serum 
calcium, blood sugar and hemoglobin levels appear to be little changed 
(Hobson and Pemberton, 1955). It is important that these changes should 


be taken into consideration in diagnosing disease. 


PHYSICAL CAPACITY 
[he amount of physical work that can be performed by the elderly person 
has been studied extensively in the laboratory. These studies, however, 
are full of snags and do not necessarily apply to conditions as found in 
occupational situations. It is well known that after maturity, the speed 
reaction time and the strength of skeletal neuromuscular mechanisms are 
lecreased. In moderately hard physical work there is very little decrease 


the mechanical efhciency in older persons, apart from those over seventy 





Norms 
(Sundermar 
and Boerner 
Range of for young 
Mean normality adults 


m cholesterol Male 268 176 to 409 
mg./100 ml.) Female 310 200 to 481 
Serum alkaline pho Male ; 2.7 to 25 
phatas« King 
strong Units Female 2.6 to 
Male 26.4 to 
Female 7 26.3 to 18.9 to 32.3 





in the elderly (Hobson and Pemberton, 19<< 


years of age. In severe work, however, there is a marked diminution in 
this ability with age, and the chief physiological factor limiting performance 
appears to be the inability to supply the increasing amounts of oxygen 
required by the tissues (Robinson, 1939). 

There is a definite deterioration in the speed of performance in the 
higher age-groups; the changes in women take place sooner and are more 
marked. ‘There is a similar decrease in dexterity. Older men who have had 
mechanical training appear to be able to maintain the speed rates of young 
adults (Miles, 1954). This lends experimental proof to the well-known 
observation that experience and practice can counteract the increasing 
disabilities of old age. Smith (1938) made a study of men of different age- 
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groups working under conditions similar to those found in factories and he 
confirmed the observations of Robinson that in short periods, or with 


moderate work, the performance of the elderly was comparable to those 


of the younger age-groups. When, however, the conditions became arduous, 


there was a definite decrease in the ability to perform high-speed manual 
work. In all age-groups, however, there are great variations in individual 
ability, so that some of the older workers were able to better the performance 


of some of the younger workers. This is an important consideration and 


emphasizes the principle that individual differences should be taken into 


account whenever the capacity of elderly persons is being considered 
Especially important in old persons is accident proneness. De 
| | 


(1938) found that many of the components involved in the driving of a car 


iva 


showed a steady deterioration over the age of thirty but the mileage driven 


per fatality showed an improvement with increasing age, at any rate up to 


Vernon, Bedford and Warner (1928, 1931), in their studies 


te in coal miners, showed a decrease in frequency up to 
, +} 


on the accident rate 
the age of fifty and that increasing care and experience can counteract the 


the age of fifty 


decreasing performance which might be predicted on the basis of physio 


logical factors alone 

Chere is a great need for further research mm this field and we require 
more information on the actual occupational capacity of different age 
groups. The selective process which weeds out the more unfit with increas 
ing age, complicates studies in this field and indicates a need for longitudinal 


follow-up studies of groups of individuals in younger age-groups 
EC TUAL CHANGES W rH AGE 
A considerable amount of work has been carried out on the relation between 


intelligence and age and similar changes are found to those noted in sensory 
This decrease 


and motor efficiency, particularly where speed is concerned 
ge of 


if the score achieved in the intelligence test takes plac e near the age 
fifty. Again there are wide individual differences in every age-group. ‘The 
smoothed curves indicating the decrease with age in intelligence test scores 
take the form of a parabola (fig. 2), with a rapid rise up to the age of fifteen, 
reaching a peak about the age of twenty, and a gradual fall after the age of 
fifty, with a more rapid decline after the age of seventy 

he ability to learn depends largely upon the intelligence, so that memory 
function, ability to learn new tasks and tasks involving the relinquishing of 
old habits are found to be more difficult for old people Welford (1951) has 
carried out some experiments of a rather different kind. These involved 
tests of logical thinking in a group of subjects engaged on university teaching 
and research. ‘The experiments, although not conclusive, showed that the 
older subjects tended not to draw logical conclusions based strictly on the 
ents given but often confined themselves to general remarks upon 


state! 
In the older learner, interest in the subject aids the mental 


the statements 
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organization necessary for attention and retention. Whereas in the younger 
person, active, varied learning is the rule, the older person’s learning is 
concentrated more on some particular field in which the person is interested. 
On such tests as vocabulary and general information older adults achieve as 
well as younger subjects. Changes of performance with age appear to be 
smaller in some cases, 
at least among those 
who are better 
educated. ‘This may be 
due to education itself 
yr to higher intellectual 
capacity. There are 
some suggestions that 
in the course of educa- 
tic at a umiversity 
level, people acquire 
certain intellectual 
skills which do not 
desert them (Owens, 
195% \ special in- 
telligence test adminis- 
tered at the time of 
ollege entrance and 
administered again 
thirty years later 


showed that scores are 


: 4 


on the whole higher on 
Fic. 2 Smoothed curves 
the re-test 


on intelligence test scores of « 

It would appear that, 
although many age changes are continuous in nature, their effects are not 
necessarily so. A certain minimum capacity is required for performance of 
any kind and so long as the age changes are not sufficient to bring mental or 
physical capacity below that needed, then performance will be adequate 
Once capacity drops below this minimum, there may be a sudden fall in 


performance. The two critical age-periods appear to be fifty and seventy 


CHRONIC SICKNESS IN OLD AGI 
So far most of the changes in mental and physical capacity which have 
been described are what one might term physiological, but in the elderly 
there is a great deal of chronic sickness which the subject must suffer for 
the rest of his life. In some cases, with the aid of his physician, he may 
come to terms with his disability and continue to lead a fairly normal life, 


holding down his old job or taking on a new one. In a random sample of 


‘healthy’ people over pensionable age living at home, Hobson and Pemberton 
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(1955) found that about 29 per cent. of males and 45 per cent. of females 


suffered from some pathological condition which impaired mobility (table 2) 
Most of this was due to cardiovascular disease (48 per cent. of those dis- 
abled), joint conditions (13 per cent. of those disabled) and chronic bron- 
chitis (13 per cent. of those disabled). Other important conditions were 
general weakness, vertigo, mental state and impaired vision. It would appear 
that a high percentage, at least one-third, of all old people suffer from 


impaired physical capacity as a result of chronic disease 


OLD AGI AND ACHIEVEMENT 
There are many instances of men who have achieved their greatest intel- 
lectual work after the age of sixty. Both William Osler and Harvey Cushing 
had to retire at the age of sixty from their respective posts only to continue 
their great work for many years after in more enlightened institutions 
Oliver W endell Holmes wrote his ‘Over the leacups’ at eighty, Sophocles 
wrote ‘Ckdipus’ at eighty and Titian, Goethe, Benjamin Franklin, Voltaire, 
John Dewey, Churchill and many others have produced much of their 
best work in later life. I know of a commercial traveller, aged eighty-three, 
who still goes to dances twice a week, and several elderly men in the cutlery 
industry well over eighty vears of age. In the scientific field, however 
much of the best fundamental research appears to have been carried out 


by younger men, although no doubt there are exceptions’ to this rule 


AGE AND RETIREMENT 
The evidence would seem to lend no support to the idea of hixing sixty-five 


i 


for retirement from employment rather than, say, seventy. In view of the 


wide variations in abilities found in the older age-groups it might be 
thought desirable to have some means of discrimination by psychological 
tests at the age of sixty-five, although this might well be considered un- 
desirable on other grounds. There are certain physical conditions which 


would disqualify a person from continuing work after the age of sixty-five, 
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€.g. severe angina, a previous stroke or failure of vision. A medical examina- 
tion might provide a gentle method of sorting out the wheat from the chaff 
It is important'to remember that those with the best educational and 
cultural background show the least change with age and any diminution 
in the powers of critical reasoning may be more than compensated by the 
knowledge and wisdom gained as the result of experience. One thing is 
certain: there is a great need for more refined tests which will measure 
intellectual capacity in the aged. ‘The present tests do not measure many of 
the higher mental abilities and tend to discriminate against the elderly, 


particularly where speed is a factor. They take no account of difficulties due 


to physical disabilities: e.g. deafness, tinnitus, defects of vision, tremor, 
weakness. 

he retiring age for professors at Edinburgh University is seventy, whilst 
Cambridge and Oxford Universities recently raised the retiring age to sixty- 
seven. In an institution for higher education in New York City, ten pro- 
fessors with a total age of 706 years have been brought out of retirement in 
order to undertake teaching. It is to be noted that in many occupations, 
e.g. members of parliament, clergymen, craftsmen, and in private practice 
in the professions, the date of retirement is in many cases well over seventy 


‘ 


vears of age. 

*hysical vigour and muscular strength may decline, but judgment and 
skill can remain? visual acuity diminishes, but the ability to comprehend 
what is seen, improves. Men can be useful and productive members of 
society long after the age of seventy. ‘They are at their best when enthusiasm 
and experience are evenly balanced and should have the opportunity of 
carrying on in a job more suited to their capabilities should they so desire 
Chere are many examples of old men who rapidly deteriorate when they 
retire unless they are fortunate enough to have developed some interesting 
and absorbing hobby. Most people are unhappy when they are idle and 
this is particularly true of older people. Perhaps one of the reasons why old 
ladies last so much longer than old men is that they never retire 


SUMMARY 


(1) The aged, like the young, present structural, functional, metabolic, 
immunological and personality characteristics peculiar to their age, but 
there is no sharp dividing line between the adult and the aged; the one moves 
imperceptibly into the other, modified by the many variables of environment 
and inheritance. 

(2) There are great differences in the various characteristics exhibited by 
the elderly within age-groups and at every age individual differences are 
larger than average decade-to-decade changes. 

(3) The main changes in functional, mental and physical capacity have 
been described and should be taken into account in the diagnosis and 
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treatment of illness and when giving advice to the elderly on sucl 


n things 
as habits, employment and retirement 


(4) Briefly, there is a general decrease in the blood supply to all tissues 
due to generalized arteriosclerotic changes. This results in an atrophy of 


specialized parenchymatous tissue and an increase in connective tissue 


Homeostatic mechanisms are impaired and many biochemical norms show 


1 wider variation. There is decreased speed, strength and end 


urance ol 
motor functions and progressive impairment of sensory function 

>) Ageing tal place in some tissues even before birth but so far as the 
mental and p ical capacity of the individual is concerned, the test scores 
which measure many skills and abilities rise sharply to the age of twenty 
and then gradually deteriorate. Due to various compensatory mechanisms 
it is not until about the age of fifty, however, that any appreciable fall in 
actual performance occurs. Thereafter there is no evidence of any critical 
} ] +} ; 


nange until! ibout the age of seventy 


(0) App ximately one-third of old people over the retiring age suftfet 


from impaired mobility as a result of chronic disease, the chief causes being 


} i 


cardiovascular disease, joint conditions and chronic bronchitis, in that order. 


(7) Many people are capable of doing useful and creative work long after 


the age of seventy. ‘There are no medical reasons for applying a strict 


retiring age at sixty-five. Each person should be taken on his merits 
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THE MANAGEMENT OF PSYCHIATRIC 
DISORDERS IN THE ELDERLY 


By DENIS HILL, M.B., F.R.C.P., D.P.M 
Physician in Psychological Medicine, King’s College Hospital 
Senior Lecturer, Institute of Psychiatry, Maudsley Hospital, London 


\ suRvEY of representative general practices in England (Logan, 1953) has 


shown that whilst the average number of consultations per patient per 
annum is much the same for children as for adults up to the age of 65 years, 
over this age there is a marked increase. ‘The average number of consulta- 


tions each year for patients aged 15 to 64 years was 3.09; for patients ol 


65 years and over it was 5 34. Since we must anticipate a progressive in 


= | 
crease in the percentage of the population in the older age-groups, the 


problems of old people will in the future occupy an increasing amount of the 
practitioner's time. This change in the distribution of the population is 


y reflected in the working population. The average age of male 

is now over 40 vears and the ratio of those over the age of 70 has 

ncreased from 1 in 36 in 1891 to 1 in 15 today, and is expected 1g 20 years’ 

or § (Fleming, 1953). Although this change in the pro- 

f old to young is proceeding, there is at the same time evidence 

old’ is an increasing barrier to occupational opportunity. In 

the vacancies offered for professional, managerial and higher 

posts carry age limits, many of them in the under-40 range 

Discriminatior against the old or even the middle-aged isa general feature 

of the Western world as a whole In New York, a female secretary is ‘old 
ld’: in the I ni 


( 


over 35; in Toronto an accountant of 45 is ‘o 

States a male physicist is ‘old’ if he is 55 (Abrams, 1954) 
Compulsory retirement often comes at a time when the individual 

he is still in full possession of his powers and energies. He does not 
himself as ‘aged’ or ‘old’; he does not take readily to ‘being on the shelf 
Once retired he misses the stimulus of work, the friendship of colleagues and 
the monetary and emotional incentives which taking part in an active life 
provides. Moreover, side by side with the factor of discrimination there is 
the changed attitude to the elderly within family life itself. ‘The time is long 
past when the family unit normally included the grandparents. E: 
man pursues a cultural ideal of creating a home for his wife and children 
apart from the home of his parents. When the latter become old there may 
be no place for them in the homes of their children. The habits, values and 
ideals of the older people are different from those of their children, who 
regard them as out-of-date and old fashioned. But also, there is no place in 


the flats and apartments of the present generation for the old people. For 


physical, cultural and psychological reasons therefore, the old and retired 


are liable to suffer from social isolation. 
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MANAGEMENT OF PSYCHIATRIC DISORDER 


I MEANING OTF 
It is a truism that e is as old as one feels. It is clear that there is or 
roughest ct -latior between chronologi al age and what can he Ci 
senility. This country has been, and is at the present, particularly fortut 
in the brilliance of its octogenarians. One has only to think of Bernard Shaw, 
Gilbert Murray, Bertrand Russell and Winston Churchill. There is some 
evide nce that intellectual and creative people retain their intellectual powers 
longer th: hose who work more ‘with their hands than the 
people need, in common with all human beings, to have 
physical and emotional security, to engage in work or other 
Is meaning al d y rth wl ile, to have i sense of belonging I group 
whom they are accepted and appre iated I | 
m on their capacities Some de gree of ad 
anges producing pall and slowness 
na dizziness 
st old people. 
is the realiz 
ave to be 
retirement, 
emotional crisis rving severity. | 
more spec cally han in men, to sex 


therefore perienced earlier and reco 


, , 
interest tha I nen the physical 


Tact seen at a 

women, on the other 

lling the ungratif 
libido disap 
or impotence 


to only 27 per 


PSYCHIATRI‘ 
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In the common ! lutional depressive reactions 
nent and prognosis juite different from tl 
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f further life in the tv 


Post, 1954). 


REA 

ates rarely develop for the fir il nvolutional and 
fe. The patient who either con ously, or from time to 
neurotic symptoms in response to one stress or another, is 
so again later on. The stresses which determined the 
irosis throughout maturity are particularly liable to recur 


disorder characterized by insecurity, excessive need for 





535 THE PRACTITIONER 


protection and dependency upon others, inability to find gratification, and 
intolerance of frustration, does not cease to operate as the patient becomes 
older. In fact commonly the reverse is true. The older patient is more de- 
manding, egotistical, insecure and more liable to react to loneliness and 
isolation with hypochondriacal and anxiety symptoms 

Occasionally, however, acute anxiety states appear for the first time in 
this period of life. In these cases a serious stress situation, involving loss, 
deprivation or anger will be found. Anxiety symptoms, such as palpitation, 
ap} rehension, restlessness, and difficulty in getting off to sleep, are usually 
associated with hypochondriacal preoccupations, but the greatest care should 
be taken to exclude a depressive state. ‘The diagnosis of hysteria, occurring 
for the first time in life, should be made only with the greatest reluctance 
lhe condition is rare, and beneath the hysterical symptom there is usually 
found either a depressive state or a dementing process, e.g. cerebral arterio- 
sclerosis or senile atrophy. ‘The characteristic features of the anxiety state 
of the elderly are its good response to social measures (e.g. going to stay 
with accepting and affectionate relatives), its variability with circumstances 


(e.g. feels better when the neighbours call) and the good response to sedatives 


DEPRESSIVE STATES 
lhe recognition of these, which are very common, is of the greatest im 
portance. Although there is a diversity of clinical types, there are two 
contrasting groups of patients who form the bulk of cases. ‘There are the 
groups of agitated, tense, depressive states, and apathetic, or anergic de- 
pressive states. ‘There may be a history of previous attacks of depression, the 


condition then being an episode in a manic-depressive psychosis, or no 


previous history of nervous illness, the condition then being called in- 


volutional melancholia. In the younger patients, agitation and tension are 
more common, apathy and resignation being seen more often over the age 
of 70. In all cases the influence of losses, isolation, loneliness, a physical 
illness, operation or injury may be discerned as precipitating factors. Such 
illnesses commonly follow upon retirement from work. In the agitated de- 
pressed patient there is a constant preoccupation with unpleasant ideas 
hese may concern his physical health and relate to disease, or to functions 
of the body, e.g. bowels, or his past life about which he feels guilty, or there 
may be forebodings about the future which seems hopeless and empty. He 
is restless, with increased movement of the small joints, has anorexia and 
loss of weight. If he gets off to sleep, he characteristically wakes very early, 
at 3 a.m. or earlier, and is then very distressed. ‘There 1s an intense misery 
and hopelessness and in severe cases delusions supervene relating to past 
sins, corruption of the body (e.g., the bowels are filled with bricks or the 
head is empty), or future damnation. Determined suicidal attempts are 
common at any stage of the illness. 

On the other hand, the apathetic or anergic patient is slow in thought and 
movement, disinterested in life and does not take part in any of his usual 
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activities. He shares the same attitude of hopelessness and despair but does 
not speak of it, unless asked. He has the same type of insomnia, anorexia and 
loss of weight. He has great difficulty in concentration and making decisions. 
Superficially his appearance and manner may show little abnormality and 
unless he is well known to his physician his slowing down, his apathy and 
his deep but dignified gloom may escape notice. Suicide is a grave risk. The 
diagnosis of a primary affective disorder, as opposed to a disorder of mental 
state dependent upon organic cerebral deterioration, is always at issue. In 
the depressive states, there is no true loss of memory for recent events, 
although the patient through disinterest or agitation may not notice such 
events and so may not recall them. There is no confusion or clouding of con- 
sciousness and, in particular, the occasions of nocturnal waking are not 
characterized, as they are in the organic states, by a muddled state in which 
the patient does not know for some minutes where he is. In making the 
distinction the history of the months preceding the illness is most helpful. 
During this time the patient with affective disorder may not have shown the 
memory changes, blunting of emotions, loss of grasp of his affairs and lack 
of initiative which usually characterize the organic cerebral disorder. 

The treatment of the affective disorders is primarily by electroconvulsive 
therapy (E.C.T.) but the risk of suicide and social factors, e.g. inability to 
be cared for at home, usually necessitate admission to a psychiatric unit or 
mental hospital. In mild cases in good physical health and where the home 
conditions are satisfactory and the patient is not a suicidal risk, E.C.T. as 
an outpatient can be satisfactorily undertaken, but this is not to be recom- 
mended in most cases. The prognosis in cases without cerebral arterio- 
sclerosis as a complicating factor, or a prolonged state of apathy, is excellent: 
65 per cent. of patients obtain a full recovery 


PARANOID STATES 
['ransient ideas of persecution occur in the involutional depressive states, 
but the mood of hopelessness makes the diagnosis easy. In the paranoid 
states the patient, usually a woman, is not depressed but may be angry and 
argumentative. The personality is well preserved, the memory excellent and 
the patient in full possession of her faculties, though there is often a defect 
of hearing or of vision. The delusions may be well knit into a system. 


For example, a patient of 73 believed that her husband was visited at night, first 
a young woman, later by a youth, for sexual purposes. She locked and barricaded 
he front door. Later on at night she heard the noise of a police car in the road and 
believed that the neighbours knew of this situation and had notified the police who 


were intervening 


Hallucinations are commonly experienced at night. The factor of isolation, 
enhanced by defect in the special senses, is important. 

In the early stages and if the cooperation of the patient can be obtained, 
a change of scene in the form of a holiday, a stay with a relative, or a period 


of convalescence may help for a time. These patients are often solitary 
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women who have lived alone for years. Despite the paranoid delusions they 
often maintain themselves satisfactorily for long periods. Not infrequently, 
however, they either become socially embarrassing to their neighbours or 
the tradesmen, or shut themselves in away from the world and fail to main- 
tain themselves. In these events admission to a mental hospital is necessary 
When a responsible relative or companion is living with the patient, it is 
usually possible for the patient to remain at home unless and until control 
of behaviour becomes defective. In patients in the early 60’s with good ex- 
pectation of life, and in whom a protective home environment exists, the 
reduction of emotional tension by a bimedial leucotomy operation should be 


considered 


ACUTE CONFUSIONAL STATES 

Confusional states, lasting hours, days or even weeks, are common in the 
elderly. ‘There is a number of different circumstances in which they occur 
(1) postoperative or following injuries, (2) excessive barbiturate or bromide 
medication, (3) toxic or infective illnesses, (4) cardiac failure, (5) at the 
onset of cerebral arteriosclerosis, and sometimes of senile cerebral atrophy 
Rarer causes are subdural hematoma, cerebral trauma, cerebral syphilis 
and pernicious anemia. Confusional states are particularly liable to follow 
operations on the eye and fractures necessitating anasthesia, operation and 
hospitalization. Bromides should never be given to the elderly or those with 
arteriosclerosis, for more than an occasional dose. In acute febrile illnesses, 
especially bronchitis and pneumonia, the combination of cerebral anoxia, 
toxemia and exhaustion may be the operative factors. Confusional states 
sometimes occur in the elderly without obvious precipitating factors. ‘These 
alwavs raise the probability of a progressive dementing process, usually 
arteriosclerotic. A history of transient hemiplegia, an episode of aphasia or 
attacks of vertigo, together with some falling off of intellectual powers, 
initiative, memory and grasp of affairs before the onset of confusion will 
always suggest this. The acute confusional state, lasting more than a few 
days, is always a serious issue in the elderly, a fatal issue following in about 
50 per cent of cases. In postoperative and toxic-infective cases there is a 
grave risk of death, particularly if the patient is moved from one hospital 
to another 

In the common cases in which the confusional state is but an episode in 
the progress of arteriosclerotic dementia, there is a reasonable chance that 
the patient will emerge after a few weeks, regain full awareness of events 
around him but be seriously handicapped intellectually. Only a smal! 
number of such patients regain full capacity for a time. In general, in a 
doubtful case in which no previous history of failing mental powers can be 
ascertained, a florid mental state of active hallucinations and misinterpreta- 
tions, delusions and fear, suggests the greater likelihood of recovery than 
one in which there is apathetic indifference, together with complete dis- 


orientation for time and place and complete lack of comprehension of what 
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is happening around him. The latter must always suggest an underlying 
dementing process, already well advanced 

In the confusional state the patient is ‘out of touch’ with his surroundings, 
loes not know the day, month and perhaps the year, or where he is. He may 
misidentify those he knows well and he has no capacity to learn. ‘Thus, he 
cannot remember events of the immediate past, is bewildered and frightened 
by his situation, may act on impulse or in response to terrifying hallucina 
tions. He may be suspicious of the intentions of those around him, thinking 
they are going to poison, kill or rob him. He may be excited, frightened, 
angry, or quiet and almost unresponsive. Unless the home conditions are 
very good and nursing can be provided, the excited or disturbed patient is 
best nursed in a mental hospital. If, on the other hand, the conditions at 
home are good and efficient nursing can be provided, it is certainly better, if 
possible, for the patient to remain there. As the patient emerges from his 


confusion every endeavour to relate the patient to what ts familiar—e.g 


the reality of his home, relatives—should be made. Again, isolation is an 


important contributory factor in many cases, especially following operations, 


ich as eye cases in which the eyes are bandaged. Attention from one nurse 
s desirable, and she should repeatedly reassure the patient, telling him 
where he is, what has happened and what will happen. Frequent visits by 
a close relative will help to restore the patient's awareness of reality. In 
all cases in which pyrexia exists, even in the absence of clinical signs, anti- 
biotics should be given. In cases of cardiac failure, toxic-infective confusion 
and drug confusion, treatment should be sought for in a general rather than 
a mental hospital. Indeed, the prognosis for life may well depend upon the 
efhciency of nursing and the adequacy of general and specific treatment for 
the underlying pathological process 
he acutely disturbed delirious patier t needs ade quate sx datives and 
cannot sleep without a hypnotic. At night the confusion is more severe 
Without hypnotics exhaustion will develop and the patient's state become 
precarious. Rapidly acting barbiturates, e.g., pentobarbitone sodium B.P 
nembutal’) 14 to 3 grains (c.1 to 0.2 g.), or sodium amytal 3 to 6 grains 
2 to 0.4 g.), together with quinalbarbitone sodium B.P. (‘seconal’) 14 to 
grains (0.1 t 2 g.), are useful as a single dose to allay restlessness and 


bring a period of sleep. In severe excitement or terror a slow intravenous 
njection of sodium amytal, 5 to 74 grains (0.3 to 0.45 g.), produces immediate 


eep and a period of sedation after. When re pe ated doses prove necessary 
iraldehyde, 60 to 120 minims (4 to 8 ml.) by mouth, with syrup of orange 


taste and adequate water (1} to 3 ounces [42 to 85 ml.]) is safer, being a 


cardio-respiratory stimulant. Should the patient refuse to drink, para 


aldehyde, 5 to 10 ml., can be given by deep intramuscular injection into the 
vastus lateralis. Butobarbitone suppositories (‘soneryl’) 3 or 5 grains (0.2 or 
repeated after 6 hours, are useful in the younger patient. In the 


postoperative Cases intravenous glucose (10 per cent.) in normal 


pe given repeatedly with benefit. In the absence of restlessness 
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and agitation the patient should receive no sedatives during the day, only 
an adequate hypnotic at night: either paraldehyde or a long-acting bar- 
biturate, soluble barbitone B.P. (‘medinal’) 5 to 10 grains (0.3 to 0.6 g.), or 
butobarbitone B.P. (‘soneryl’) 1} to 3 grains (0.1 to 0.2 g.), to ensure sleep 


ARTERIOSCLEROTIC DEMENTIA 
The differential diagnosis has already been discussed. Occasionally the dis- 
order develops earlier, in the fifth decade. The onset may be acute, with a 
cerebral thrombosis, a confusional state or an epileptic seizure. Transient 
attacks of hemiplegia or aphasia may have preceded the severe symptoms 
and in addition failure of memory and initiative, lack of grasp of affairs and 
irritability may have been apparent. Fatigue is common. On the other hand, 
there may be no acute episode but a progressive deterioration, with failure 


of memory for recent events, and especially for names. Lability of mood, 


anger and irritability, tears and excessive laughter may be evident. In some 
cases paranoid ideas with delusions of jealousy develop. The patient has 
many anxious fears and hypochondriacal preoccupations. He becomes 
slovenly and unkempt, with stained clothes and dirty skin. Despite this the 
majority of patients retain fair insight about themselves for some time, are 
very distressed by their memory failure, by losing things and their inability 
to handle their affairs. Nocturnal confusion, in which aggressive muddled 
behaviour occurs, is common. Dizziness, tinnitus and headache are usual 
complaints. The hands are tremulous, the gait tottering and the general 
manner shows the chronic state of anxious distress. The blood pressure may 
be raised or may be low. Retinal arteriosclerosis may be evident but the 
absence of this does not exclude the diagnosis. The treatment of the con- 
fusional state has been considered. For restlessness and anxiety sedatives 
are necessary. Bromides should not be used. Phenobarbitone, } to 1 grain 
(30 to 60 mg.) thrice daily, is useful, but proves depressing in some patients 
Sodium amytal, 1 grain (60 mg.), is useful in mild cases. Paraldehyde, 120 
minims (8 ml.), or a long-acting barbiturate, butobarbitone or barbitone 
should be used as a hypnotic. In those who are accustomed to alcohol, } to 
1 ounce (14 to 28 ml.) of whisky with hot milk may prove to be a useful 
sedative on retiring to bed. For those with a tendency to nocturnal con 
fusion, a dim light in the room may be helpful. 


SENILE DEMENTIA 
Women are more commonly affected, in contrast to arteriosclerosis. The 
condition is rare before the age of 70. The onset may be with an acute con- 
fusional state following an accident or toxic illness, but more commonly 
there is a gradual progressive disintegration of the intellectual powers, 
blunting of the emotions, memory failure for recent events and a general 
loss of vitality. The patient may become petulant, irritable and demanding 
She cannot maintain a conversation or follow an argument and tends to 
wander vaguely. Hoarding of rubbish is common. Control of the sphincters 
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is often lost and habits deteriorate. Excessive and greedy eating and open 
masturbation cause distress to the relatives. Nocturnal restlessness and 
wandering are often a problem. For restlessness, Levy (1953) has recom- 
mended an elixir containing leptazol, 0.2 g.; nicotinic acid, 100 mg.; and 
elixir pepsin B.P.C., 60 minims (4 ml.) thrice daily. ‘Largactil’ (chlorpro- 
mazine), 25 mg. four times daily, or in higher doses, can be given for severe 
agitation and anxious tension, but not to patients with vascular disease, 
since the consequent hypotension involves the risk of coronary or other 
thrombosis. “‘Oblivon’ (methylpentynol), 0.5 to 1.5 g., has a low toxicity and 


is useful for nocturnal restlessness. 


GENERAL MANAGEMENT OF THE ELDERLY CASE 

Che acute confusional state presents special problems and these have been 
considered. Apart from drug therapy the psychological and social aspects of 
care are of the first importance. Every patient with senile deterioration 
should if possible be cared for in the home. The presence of supporting 
relatives is of course necessary. Only if behaviour becomes very aggressive, 
indecent or obnoxious, or if psychotic ideas and behaviour are very pro 
minent, should treatment in a mental hospital be advised. Efforts should be 
made to increase socialization for the less seriously disordered and for the 
neurotic and affective disorders. Attendance at local clubs for the elderly 
can be very helpful. The local authority is empowered to assist old people's 
welfare through the local Old People’s Welfare Association or Committee 
Over 1000 such committees are now functioning. In some areas a ‘meals on 
wheels’ service is organized by the borough council or by the W.V.S. Home 
visiting, laundry and chiropody services, occupational therapy and re- 
cuperative holidays are available. These can be of great |::lp to the lonely 
old person living alone, whose mental and physical plight can be very great 

The practitioner can play his part in putting the patient in touch with the 
sources of social aid, can arrange for treatment of painful or distressing 
physical ailments, e.g. sore feet, urinary disorders, and can provide the 
relatives with the necessary moral support. Therapeutic nihilism, and hasty 
diagnosis and prognosis must be avoided and care be taken not to cause 
deterioration by excessive medication. Occasionally, swift action in obtaining 
admission to a suitable hospital for the acutely confused and very ill patient 
s the procedure which alone can save life 
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NEUROLOGICAL DISTURBANCES IN 
THE ELDERLY 


By HUGH GARLAND, T.D., M.D., F.R.C.P 


Physician in Charge, Department of Neurology, General Infirmary, Leed 


No serious attempt has yet been made to study the total problem of neuro- 
logy in old age. There is a growing tendency to refer all non-surgical dis- 
ders in patients over the age of sixty-five to geriatric departments, and 
since neurological experience is not an essential part of the training of the 
geriatrician many such problems are likely to remain unsolved. The first 
lengthy contribution to the subject was that of Critchley (1931) but ever 
this exhaustive study was strictly limited to certain aspects, most of which 
vere uncommon or frankly rare. 


ABNORMAL NEUROLOGICAL SIGNS IN THE ELDERLY 
veral attempts have been made to assess the importance in old people of 
mal neurological signs that have, perhaps, no serious significance 


is loss of teeth, greying hair and failing memory for names are con- 


, 


lered to be a ‘normal’ accompaniment of ageing it may be that depressior 
lon jerks, loss of vibration sense and even the appearance of extensor 
responses may have less significance in the old than they would 

the young. A careful study of vibration sense was made by Pearsor 

n a group of old people showing no other evidence of organic nervous 

disease. He showed that vibration sense in the legs tended to diminish after 


the age of fifty, and that such diminution had no serious significance 


Howell (1949) studied 200 healthy Chelsea pensioners and found loss of 


pupillary reactions, absence of tendon and superficial reflexes, and loss of 
vibration sense in the sacrum and shins to be common, and that at seventy 
half the patients had no ankle jerks, whilst 5 per cent. had extensor plantar 
responses. Droller (1955a) examined 476 elderly people in Shefheld; they 
were living in their own homes and were considered to be reasonably well 
He found knee jerks to be increased in 39 per cent., ankle jerks increased 
in 23 per cent., and knee or ankle jerks to be absent in only 7 per cent 
there were extensor plantar responses in 10 per cent. and loss of vibratior 
sense in 21 per cent 

Che underlying pathological basis for these findings still remains obscure 
There is a natural tendency to attribute all such abnormalities to spinal 
arteriosclerosis but, in fact, the proof of the existence of such a pathological 
condition is suspect; even if it does exist there is a remarkable contrast 
between the extreme frequency of arteriosclerotic changes in the brain and 
their great rarity in the cord, and this is particularly surprising in view of 
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ROLOGICAT 


is course of the longitudinal spinal arteries. There 


would, however, seem to be little doubt that increased reflexes and extensor 
plantar responses may often result from those changes so commonly found 
n the cervical spi 1 which are nowadays grouped under the title of 
cervical sp 1 condition probably basically determined by de 
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Endogenous hypoglycamia.—By this term it is understood that symptoms 
arise from lowering of blood-sugar levels in patients who are not being 
treated with insulin. The underlying patho-physiology is complex. Some 
result from an islet-cell tumour of the pancreas which is itself producing 
insulin; the diagnosis of this condition is by no means always easy, nor is 
the subsequent and desirable surgical treatment. There is some evidence, 
however, that when surgical treatment is impracticable a high-carbohydrate 
diet may be effective, as in the following example. 

Early in 1953, a woman of seventy-three developed recurrent attacks of restless- 
ness bordering on convulsions, with varying degrees of amnesia, and on several 
occasions complete loss of consciousness. She was always drowsy in the morning 
She was admitted to hospital for investigation and one morning became confused 
and extremely restless, later developing a right hemiplegia with left-sided choreo 
athetosis followed by deep coma. This condition underwent spontaneous recovery 
in the course of a day or two. Hypoglycemia was suspected but not confirmed by 


j 


blood-sugar estimations, but a month later she was readmitted in a state of confused 
restlessness when the blood-sugar level was found to be 38 mg. per cent.; an in 
jection of adrenaline (10 minims [0.6 ml.]) restored her completely to normal in a 
few minutes. She was put on a high-carbohydrate diet and continues to enjoy 
xcellent health, being entirely free from symptoms. This case has already beer 
re« r led by Moorhouse (1954) 
his example serves to show that our knowledge of the clinical syndromes 
iat may result from endogenous hypoglycemia is by no means complete 
ind suggests that the condition is often being overlooked, as was shown by 
4 

the important article of Richardson and Russell (1952). Hypoglycemic 
ittacks sometimes follow gastrectomy and other gastric operations, con 
tituting what is known as the ‘late dumping syndrome’. Hypoglycemia 
also arises through purely psychological mechanisms, and differentiation 
from organic hyperinsulinism may be very difficult, but is important because 
of the difference in treatment. Post-gastrectomy and ‘psychosomatic’ hypo- 
glycemia are best treated with a high-fat, high protein diet. 

Bromide tntoxication.—It is still not generally known that if bromide is 
consumed continuously over a long period there is a notable tendency for 
the serum-bromide level to rise to dangerous heights, and this is perhaps 
particularly true of middle-aged and elderly people. The resulting syn 
dromes often mimic in their symptomatology those conditions for which the 
bromide is being given, including headache, depression and insomnia. Suc! 
people may then pass into coma which may prove fatal and, unless serum 
bromide levels are assessed, the cause of coma, and of death, may never be 
established 

\ woman of seventy-three had had progressive failure of memory, variable con 
fusion and general mental deterioration over the past year. She was seen by severa 
physicians who had made a diagnosis of cerebral arteriosclerosis, but it was the 
found that she had been taking a mixture containing 10 grains (0.6 g.) of potassium 
bromide three times a day for some years. Her serum-bromide level was the enormous 
one of 505 mg. per cent. Removal of the bromide resulted in a slow but remarkable 
return to normal. It is reasonably certain that had this discovery not been made this 
patient would have died of her ‘treatment’. This case has already been recorded by 


Garland and Parsonage (1951) 





NEUROLOGICAL DISTURBANCES 


DISORDERS OF CRANIAL NERVES 
Certain disorders of cranial nerves in the elderly call for attention 

First (olfactory) nerve-—Complete anosmia sometimes appears in the 
elderly for no clearly defined reason, but it then seems to be permanent 
Otherwise, the most common cause of complete anosmia is a previous and 
severe head injury, when again it is permanent. Loss of the sense of smell 
is always accompanied by serious disturbance of taste. 

Second (optic) nerve.—An important cause of failing vision, which ts 
usually overlooked at first, is the pernicious anemia syndrome. The patient 
presents with a story of steadily deteriorating vision, and will show bilateral 
scotomas, possibly with established pallor of the discs. At this stage per 
nicious anaemia may or may not be demonstrable in the peripheral blood and 
there may or may not be signs and symptoms of subacute combined de 
generation of the cord or of glossitis. There will, however, always be a 
histamine-fast achlorhydria and if the peripheral blood is normal sternal 
marrow examination may show diagnostic changes. If untreated this con 
dition is likely to go on to blindness which may well then be permanent, but 
with appropriate treatment vision can be restored to normal. If the patient 
happens to be a smoker a diagnosis of ‘tobacco amblyopia’ is almost 
inevitable 


\ man aged sixty-eight was seen in May 1939 when he had had failing vision for 


five months. He was seen by an ophthalmologist who had plotted scotomas, noted 
pallor of the discs and had diagnosed tobacco amblyopia. His appearance, however 
suggested that he was anamic and a blood count showed established pernicious 
anemia, associated with a histamine-fast achlorhydria. H« 


liver and his vision slowly returned to normal in the next year or tw 


was given intramuscular 


It is sometimes not appreciated that another presenting symptom of the 


pernicious anaemia syndrome may be the appearance of psychotic changes 
and this again may or may not be associated with evidence of subacute 
combined degeneration of the cord, visual failure or even of pernicious 
inemia in the peripheral blood 

Third, fourth and sixth (oculomotor) nerves Attacks of diplopia with or 
without squint are not infrequent in old people, the commonest finding 
being of unilateral sixth nerve palsy and less often of unilateral third nerve 
iralysis. Experience has shown that these ocular palsies almost invariably 
recover spontaneously and it has been assumed that they result from com 
pression of the nerves, at some point in their intracranial course, by sclerotic 
erebral arteries. Previous views that they were the result of diabetes 


ellitus do not seem to have been upheld 


Fifth (trigeminal) nerve ['rigeminal neuralgia is essentially a disorder 
the second half of life which may arise at any point in the senile scale; its 
etiology remains obscure. It should form one of the easiest of diagnoses, the 


pain being characteristically intermittent, severe, of a stabbing quality, 
limited to the territory of the trigeminal nerve and always precipitated by 
such factors as eating, washing or talking. It stil! seems true that the only 
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successful therapy is some form of surgical nerve destruction, althougl 
suggestions have been made that the condition may be amenable to treat 
ment with vitamin B,,. Herpes zoster involving the fifth nerve, and espec 

ally its ophthalmic division, is remarkably prone to be followed by severe 
and intractable pain. In the past this pain has usually resisted all forms of 
surgical attack but there is no doubt that in some patients dramatic relief 
can be obtained by the use of ACTH 


SOME OTHER UNCOMMON DISORDER 

Diabetic neuropathy Neurological complications of diabetes mellitus have 
been known for almost a hundred years but it has usually been assumed that 

the manifestations are determined by changes in the peripheral nerves 
diabetic polyneuritis’. It has also been known that such changes are par 
ticularly likely to appear in elderly diabetics, perhaps because of con 
licating arteriosclerosis. More recently it has become clear that diabetes 
may determine changes limited to the spinal cord. The resulting syndrom 
ncludes diffuse and sometimes severe pain in the legs, patchy weakness and 
isting of leg muscles with loss of knee or ankle jerks, and sometimes wit! 
extensor plantar responses; there are no sensory changes but the cerebro 
il fluid usually shows a high protein content. The affected muscles show 
ectrical changes compatible with spinal cord disease. ‘These patients are 
ially diabetics of no great severity, either unsuspected or only being 


treated by dietetic restriction. ‘The recognition of this condition is of great 


mportance because the syndrome may progress to a state of bedridder 
paralysis, but under strict diabetic control and with appropriate active 
physiotherapy a complete reversal of the process is possible 


\ man of sixty-three was first seen in June 1950. He had had a pair 


ack and front of the left leg for two months which had been label 
here had been progressive weakness of the legs with falling. ‘Ther: 

weakness and wasting of muscles in the left leg with absence of both kn« 
epression of the left ankle jerk. He could only walk with great difficulty 


found to have glycosuria with a mild diabetic typ: 


as 
nd the protein content of the cerebrospinal fluid was 
atment he made a rapid recovery and at the moment ts vit 
is case has already been recorded by Garland and ‘Taverner 
Ihe possibility of a diabetic basis for otherwise unexplained spinal cord 


syndromes must always be borne in mind and evidence is being established 


that in such patients repeated urine testing may fai! to disclose the preset 


of diabetes mellitus, the diagnosis being established only by the gl 


tolerance test 

Polyneuritis..-Occasionally the clinical picture of polyneuritis appears 
the elderly and the cause may not be apparent. Exhaustive investigat 
sometimes fail to disclose any abnormality other than achlorhydria. It 
probable that in these patients the polyneuritis is, in fact, of vitan 
ficiency origin and that the achlorhydria plays an important pat 


disturbing the absorption of vitamins of the B group 
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A male of seventy-four was seen in February 1947. There had been rapidly pro- 


f the legs for five weeks and he had been completely bedridden 
here was diffuse and symmetrical weakness of the legs with almost 
mmplete par below the knees. The ankle jerks were absent and there was 

lalities, largely limited to the feet. Extensive 


gressive Weakr 


for a fortni 


sensory loss 


; 


msciosed ft rhe abr 


investigation 
rmality except achlorhydria and a raised protein content of 


1 B vitamin intake by 
wscular crude liver extract. He made a rapid recovery and 


perfect! nor nen seer 


‘ rospinal fluid. He was treated by a high and mixed 
: was 
two vears later 


Vyasthema gravi Myasthenia gravis is a not uncommon condition 


ch can apparently make its appearance at any age from early infancy 
to the senium. In a personal series of 52 patients the onset of the disease 
was after the age of sixty in five and in two after the age of seventy. The 


most comm 
. 


onset of myasthenia gravis is with diplopia and ocular palsies 


and at this stage the diagnosis is often overlooked. Less often the patient 


presents with weakness of other motor cranial nerves, including facial, 
palatal and | 


lingual paralysis, when the diagnosis is still less likely to be 
made; sometimes the patient complains only of weakness of the limbs 


without cranial nerve involvement, when the diagnosis is rarely suspected 


\ female aged sixty-six was seen in January 1955. In March 1954, she developed 
ange of voice which had continued, though with variation, and 


“} 


was on the 
e complained of general tiredness and weakness and mor 
little difficulty in swallowing fluids. Apart from dysarthria and 


n no abnormality was found, but her symptoms rapidly dis 


was given prostigmine by moutl 


SUMMARY 
1) Abnormal neurological signs are frequent findings healthy old 
| eople and often have no serious significance 
nervous disease as a whole is perhaps of increasing frequency 
with advancing age 
(3) Much the most common group ol disorders arise from cerebro 


vascular diseast 


(4) Attention is drawn to the importance of less common but we 


isorders which may appear for the first time in old age 


known 
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THE PROBLEM OF MALIGNANT DISEASE 
IN THE ELDERLY 


By SIR STANFORD CADE, K.B.E., C.B., F.R.C.S 


Senior Surgeon, Westminster Hospital 


Ace by itself is no bar to treatment and many patients in the eighth decade 
are still good surgical risks. In this article the patient is assumed to be 
seventy years of age or more. Many factors determine the decision as to 
treatment: the physical state of the patient, especially obesity, general health 
as judged by the cardiovascular condition, renal function and chronic 
respiratory disorders. In addition to this the mental alertness, the desire to 
live, the fear of treatment, the degree of incapacity or the severity of symp- 
toms all influence the decision if treatment is to be offered. If offered, how 
radical is it to be? With limited expectation of life the five- or ten-year 
survival rate is no longer the primary consideration. The hazards, mutilation 
and distress of radical treatment must be weighed against the relative sim- 
plicity, safety and convenience of palliation. All these factors should be 
taken into consideration, above all the patient’s wishes. Thus the patient with 
a trivial lesion, say a rodent ulcer, may beg for radical treatment and 
another with cancer of the breast does not expect to be ‘cured’ and welcomes 
the simplest form of therapy. 


rHE COMMON TYPES OF CANCER IN THE AGED 
[he most common lesions of the old patient are cancer of the breast, the 
large bowel, the esophagus, the mouth and tongue and the skin. Primary 
growths of bones only occur in patients with pre-existing, long-standing 
disease. ‘Tumours of the stomach, the prostate, the brain and the majority of 
sarcoma of soft tissues occur in the 4th and 5th decades. The rate of growth 
and of dissemination is as a rule slower in the old. The urgency of treatment 
and the method of treatment depend upon the site of the primary growth; 
thus, a small ring-stricture of the colon may present as an acute intestinal 
obstruction which requires an urgent surgical intervention, whereas a 
scirrhous growth of the breast may not in fact require much treatment 


CANCER OF THE BREAST 
In the old, cancer of the breast is nearly always a scirrhous and slow-growing 
tumour. It may be newly discovered or its presence may have been known 
to the patient for two or more years. Even in the Stage I| case it is debatable 
if a mastectomy or prolonged and elaborate radiotherapy is justifiable 
Each patient must be considered as a separate problem. For a small tumour 
in the inframammary sulcus, a local excision of the growth (not a mastec- 
tomy) with the insertion of radium needles has much to recommend it. The 
treatment is accomplished in one week, the surgical procedure is minimal 
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and the postoperative discomfort negligible. For a tumour in the centre of 
the breast with small axillary glands in a fit patient, x-ray therapy alone 
often gives as good a result as radical surgery. In the frail patient with a 
small lesion, hormones (aestrogens) are the treatment of choice. 


CANCER OF THE COLON AND THE RECTUM 

Cancer of the colon.—This site of cancer, common in the old, often presents 
itself as an acute intestinal obstruction. The treatment must of necessity be 
surgical and presents greater urgency than in the younger age-group. There 
is, in fact, no choice as the disease is fatal within a few days if left untreated. 
Adequate pre- and post-operative care, skilful anaesthesia and sound surgical 
judgment as to the extent and type of resection ensure a relatively low 
mortality and often no morbidity if a colostomy can be avoided 

Cancer of the rectum.—Most old patients with cancer of the rectum 
present themselves for treatment because of frequency of motions and 
bleeding. Personal experience has shown that the aged tolerate quite well 
an abdomino-perineal excision and this offers much greater comfort than a 
simple colostomy. If the growth is operable the radical operation is the 
method of choice. Colostomy alone offers the same disability as a resection 
and colostomy and yet leaves the patient a growth which continues to give 
rise to symptoms 

CANCER OF THE @SOPHAGUS 

The management of cancer of the awsophagus in the old presents great 
difficulties. If the site of the growth—-mid-asophagus— permits the use of a 
Souttar’s or Sy mond’s tube, this seems to be the most reasonable treatment. 
Gastrostomy has very little to recommend it. Death from starvation is pre- 
vented but the constant expectoration of mucus and the inability to swallow 
saliva persist. It is doubtful if a thoraco-abdominal palliative resection is 
justified ; this procedure still carries a high mortality and only a minority of 
patients survive more than one year. Yet, in the hands of the surgeon 
specially skilled in aesophageal resection, there is a place for it in a few 
selected patients. Palliation by radiotherapy is obtained in some patients, 
but prolonged treatment is needed and post-radiation wsophagitis, with 
subsequent fibrosis causing stenosis of the esophagus, often mitigates 


against the temporary benefit obtained 


CANCER OF THE TONGUE AND MOUTH 
Considerable progress in the treatment of cancer in this site has been 
achieved since the development of radiotherapy. Both palliative and curative 
treatment by radiation can be offered to the aged with only a moderate 
amount of discomfort. For the accessible cancer, in the anterior part of the 
tongue or buccal mucosa, insertion of radium needles or seeds presents a 
rapid form of treatment which leads to healing of the lesion. The develop- 
ment of supervoltage techniques has widened the field and has rendered 
the inaccessible site, such as the posterior or pharyngeal portion of the 
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tongue, the fauces, tonsils and soft palate, amenable to treatment. 

Most patients in the old-age group present themselves with extensive 
lesions involving more than one site, spreading from the tongue to the 
pharynx or floor of the mouth. The old patient with cancer of the mouth 
and pharynx tolerates treatment well. ‘Treatment by the megavolt units (at 
2 or more million volts) has many advantages over the conventional x-ray 
machines. The ¢reatment must of necessity be prolonged over a period ot 
six to eight weeks but does not necessarily imply hospitalization, although 
constant supervision is required. Skin and mucosal reactions are minimal 
and as a rule cause only temporary discomfort. Supervoltage therapy, 
although recent, has proved very efficacious in the extensive lesions of the 
mouth and pharynx and often results in complete regression. In the absence 
of enlarged lymph nodes in the neck no treatment should be given but the 
patient needs supervision. If the lymph nodes are enlarged and operable, 
block dissection is indicated even in the very old, provided the primary 
growth has responded well and has completely regressed. For the more 
advanced case, when the lymph nodes are large, or no longer mobile, or if 
the primary lesion is not completely controlled, radiotherapy to the neck is 
ndicated. Patients of eighty years of age and over have been treated by thes« 
methods with satisfactory results. As a placebo, and when adequate radio- 
therapy is not available, diathermy fulguration of the growth offers temporary 
renel 

CANCER OF THE URINARY BLADDER 

In the old patient, whenever possible, cystoscopic diathermy is the method of 
choice. Repeated treatments may be required at intervals of a few months 
Control of hemorrhage and destruction of most of the papilliferous lesions 
can be achieved. Expectation of life in these patients is not materially altered 
by cancer of the bladder if it is amenable to cystoscopic treatment. Many 
different techniques of radiotherapy have been tried, especially for the 
ulcerating and infiltrating varieties: cystostomy and insertion of radium 
needles; the use of isotopes such as radioactive sodium or other solutions 
introduced through a catheter; intracavitary radiation by a small source of 
radium or cobalt attached to a modified Foley’s catheter. ‘The disadvantages 
of all these methods are the frequent occurrence of cystitis, with severe 
dysuria and frequency and the subsequent shrinkage of the bladder (the 
so-called ‘systolic’ bladder) which leaves the patient with symptoms often 
more severe than those caused by the original malignant growth. The most 
promising method and the least distressing to the patient is by supervoltage 
therapy at 2 million volts and more. Considerable experience has been 


accumulated during the past five years with this method of radiotherapy 


alone or in combination with cystoscopic diathermy, and encouraging re- 
sults have been obtained in a large proportion of patients 

If the tumour is not controlled by radiotherapy, surgical treatment by 
partial or total cystectomy or palliative transplantation of the ureters can 


still be considered 
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rHE RETICULOSES IN THE AGED PATIENT 
All varieties of reticuloses occur in the older age-group. Of these, reticulum- 
cell sarcoma is the most common, Hodgkin's disease the next in incidence 
and lymphosarcoma and the more benign forms of lymphoid tissue tumours 
the rarest. In the aged, reticulum-cell sarcoma may occur in unusual sites, 
such as the tongue and pharynx or the breast. A biopsy is necessary to 
establish the diagnosis. As in the other age-groups treatment is by radio- 
therapy. The minimal amount of treatment sufficient to cause regression of 


the tumour is indicated and in most patients temporary palliation is obtained 


PALLIATIVE TREATMENT 

When cancer in the elderly is looked upon as a whole, and not as a problem 
of the individual patient, two predominant issues present themselves for 
consideration. First, that an expectation of life of only a few years requires a 
different approach from an expectation of 20 to 30 years, and secondly that 
alleviation of symptoms is often more important than eradication of disease 
Che elderly patient develops a philosophy peculiar to his age-group and 
often his attachment to life is greater or more possessive than that of the 
middle-aged patient. The aged are often content to be ‘alive with disease’ 
although handicapped to some degree and are unwilling to risk the loss of the 
few remaining and final years on a theoretical ideal of a ‘permanent cure’ 
Che fear of cancer in the aged is often greater than in the middle-aged: it is 
isually an entirely personal fear, not associated with or diluted by the added 
anxieties of middle-age from financial and family responsibilities. An old 
patient may ask: ‘If I did nothing about it would it shorten my life?’; the 
younger one: ‘How long have I?’ In the management of cancer in the 
aged palliation plays a great part even in the operable tumour 

To formulate a policy it is necessary to regard cancer in the aged as either 
acute’ or ‘chronic’. The disease falls into two groups: ‘the urgent’ in 
which treatment is an emergency measure and the ‘cold’ in which treatment 
is in stages. ‘The ‘urgent’ or ‘acute’ case may be early and localized or ad- 
vanced and disseminated. ‘The urgency being such that non-intervention 
will result in death within a few days. Examples of such cases are acute 


intestinal obstruction from cancer of the bowel, abscess in the lung from 


cancer of bronchus or esophagus, hamatemesis from cancer of the stomach, 
iremia from involvement of the ureters. The ‘acute’ patient always re- 
mains an individual problem and except in patients with intestinal obstruc 

tion the treatment should be symptomatic and the simplest possible. It is 
the ‘chronic’ case which requires great judgment in management and a 
revision of the treatment from time to time. This type of case may need 
repeated ‘treatments’ throughout the remainder of the patient's life. It 
requires from the doctor knowledge of the natural course of the disease, a 
pre-knowledge of the events which can be naturally anticipated and a 
tenacity of purpose to meet the fresh problems as they arise by alterations in 
the regime and in the details of treatment 
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Palliation comprises the methods of treatment directed to the tumour 
itself, remedies for the alleviation of symptoms, dieting, the care of open 
lesions, control of discharge or bleeding. 


PALLIATION BY SURGERY 

This is limited to relatively simple and safe procedures which rapidly 
effect an amelioration. Examples of such treatment are :—({1) Simple amputa- 
tion of a breast for fungation, bleeding and infection. (2) Per-urethral 
resection in prostatic obstruction. (3) Short-circuiting operations for the 
relief of pyloric or intestinal obstruction or jaundice. (4) Tracheotomy for 
acute respiratory distress in cancer of the upper air or food passages or the 
thyroid. (5) Ligation of the external carotid artery for the control of hamor- 
rhage from cancer in the mouth or pharynx. (6) Leucotomy for otherwise 
uncontrollable pain. 

Other surgical procedures which are justifiable in selected cases are re- 
section of gut, amputation of limbs, and diathermy fulguration of a lesion 
in the mouth or bladder. It is seldom justifiable to do a gastrostomy as 
this does not relieve the main symptoms of regurgitation of saliva, coughing 
and dysphagia. Neither is it desirable to perform elaborate orthopedic 
treatment for pathological fractures, or cranial decompression for the 
irremovable brain tumour. 


PALLIATION BY RADIOTHERAPY 

When radiotherapy is used with the object of palliation, and complete 
destruction of the tumour is not aimed at, severe skin and mucosal reactions 
are avoided, no risk of post-radiation necrosis is taken, and the treatment is 
limited in its over-all time. These principles apply to the usual sites of 
cancer submitted to radiotherapy: breast, mouth, pharynx and larynx, 
uterus; for the relief of pain in skeletal metastasis; for the relief of vena cava 
obstruction in intrathoracic lesions and for the treatment of skin lesions and 
metastatic lymph nodes. The technique of palliative radiotherapy thus 
differs from radical treatment as it does in the case of surgery. A lack of 
appreciation of the different aims of palliation and of an attempt at a cure 
often results in aggravation of symptoms and the infliction on the patient of 
additional suffering sometimes greater than that of the original disease 

Palliative treatment by radiation often prolongs life by several years and 
gives marked symptomatic relief. The outstanding instance of the great 
benefit of such treatment is cancer of the breast Stage III; the majority 
of patients in this group are given a prolongation of life of several years and 
remain asymptomatic for long periods. The treatment of Hodgkin’s disease 
by radiation results in most cases in objective and subjective improvement 
although the prolongation of life is limited. In cancer of the uterine cervix 
palliation by judicious, skilful and accurate treatment results in the control 
of bleeding and of discharge and in many patients in regression of the lesion 
Palliation by radiotherapy has many advantages: no anzsthesia is required, 
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treatment can be repeated and in nearly all instances relief of pain is ob- 
tained. The field of usefulness of radiotherapy is rapidly expanding. Radio- 
active isotopes, supervoltage x-rays, rotation techniques, closer cooperation 
between physicist, radiotherapist and the various specialists have resulted in 
an integration of technical, scientific and clinical talent with marked benefit 
for the patient. 


PALLIATION BY MEDICINE 
New chemical substances in ever-increasing numbers and of a wide range 
of activity are being added to the doctor’s armamentarium by the experi- 
mental cancer research workers. Biologists, organic chemists, biochemists, 
physiologists, physicists and a combination of many talents have put at the 


disposal of the patient many new drugs of use in the palliation of cancer 
Cytotoxic poisons, including nitrogen mustard, urethane, T.E.M., ‘myleran’, 
‘aminopterin’, are of value in the treatment of some forms of leukemia, the 
reticuloses, multiple myeloma, and melanotic cancer. Each substance has a 
limited range of usefulness and is effective for a limited period. The im- 
portance of this, the newest weapon against cancer, is in the specific effect 
of the new drugs. Thus the greatest usefulness of nitrogen mustard and its 
derivatives is in Hodgkin’s disease, that of T.E.M. in lymphosarcoma 
myleran’ in chronic myeloid leukemia, ‘aminopterin’ in acute lymphatic 
leukaemia. These remedies are essentially palliative and not curative, their 
effects on the disease are transient, temporary, often’ fleeting. Their im 
portance is that of a research weapon and they bid well for the future. In 
another group are the sex hormones, with their dramatic effect on prostatic 
and mammary cancer. In a proportion of cases, hormones will produce 
shrinkage of the primary growth and of lymph nodes, recalcification of 
osteolytic lesions in bone and relief of pain: in fact, a temporary control of 
the disease 

The palliative effect of both cestrogens and androgens in breast cancer 
and of estrogens in prostatic cancer is considerable and is of great value in 
the aged patient. Especially is this the case in cancer of the breast in the 
very old patient, in whom estrogens given by mouth are often the only 
treatment required 

CONCLUSIONS 

In the old, palliation is often, indeed nearly always, more important than 
an attempt at a cure by radical methods. The war against cancer in the old 
needs careful planning; as in all wars, tactics should be the result of sound 
strategy. To keep the enemy at bay may be enough to give the cancer 
victim an opportunity of dying of something else—perhaps ‘old age’. To 
attack too vigorously in the aged is often to court disaster 

To battle with the complexity of the problem in the old patient, at the 
end of his journey, requires more than ‘a good pair of hands’, or great 
academic distinction or an encyclopedic mind—it needs, above all, common 
sense, sound clinical judgment, consideration for the patient's relations, 
kindness—and, perhaps most important of all, a sense of proportion 





COMMON CLINICAL ERRORS IN THE 
CARE OF THE ELDERLY 


By FREDERIC D. ZEMAN, M.D 
From the Medical Service, the Home for Aged and Infirm Hebrews, New York City 


l'He reports of the statisticians on the increasing number of old people in 
the population are abundantly confirmed by the daily experience of the 
practitioner who finds more and more of his time devoted to the problems 
of the elderly, both in the consulting room and in home visits. He is con- 
tinually reminded of the altered reactions of ageing bodies, and of the need 
for understanding how the mental processes are modified by the advancing 
years. The close interrelationship between medical and social factors forces 
him to learn more about community resources and to employ them in his 
treatment. He realizes also that our textbooks of medicine need to be re- 
written, since formerly these works were devoted to the diseases of hypo- 
etical human beings ranging in age from 15 to 55 years. Now the coverage 
be extended to the maladies occurring in these same individuals, now 


into or beyond the seventh, eighth and ninth decades. 


CAUSES OF ERROR 
e subject of clinical errors I can, unfortunately, speak with almost 
ch authority, since I have a large store of personal mistakes to use 
ples. I therefore feel that I am in a position to analyse the general 
uund of error, to sound some warnings and to point out some of the 

ips into which the unwary may tumble. 
und foremost must be placed the disinterested, cynical attitude, so 
<pressed as, ‘Why bother about old people anyway? They're finished 
lone for, and besides there isn’t anything you can do about it’. ‘To sucl 
4 question, either spoken or implied, it is only necessary to point out the 
duty of the physician to treat the sick to the best of his ability, and to refrain 


; ; 


from destructive judgments as to utility. Old people can be helped as never 


before in the history of civilization. Today we have abundant grounds for 
real clinical optimism in many conditions formerly regarded as hopeless 
lhe rare diseases of yesterday have often become the commonplaces of 


today. Finally, how is this doubting physician, himself grown old, going to 


feel when a colleague scorns him because of his accumulated birthdays and 
the attendant outward signs of ageing? 

Stereotyped diagnostic thinking tends to narrow down the possibilities i 
old people to ‘arteriosclerotic heart disease’, ‘cerebral arteriosclerosis’, and 
‘chronic arthritis’, and may thus overlook remediable conditions that can 


only be detected by careful clinical and laboratory studies. Too often we fall 
into what has been called the ‘fallacy of Procrustes’. He was, it will be re- 
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called, a Greek ruffian who invited weary travellers to enter his cottage and 
to lie down upon his bed. If they were too short, he forcibly stretched them 
out. If they were too long, he lopped off the overhanging parts. Exaggerating 
or minimizing clinical data to fit a diagnosis is a sin of which we have all 
been guilty at one time or another. 

Misplaced emphasis leads to serious error, as was learned from a 99-year-old 
woman, whose family was anxious to see her attain the century mark. For many 
months great concern was manifested concerning the state of the patient's heart 
Only upon admission to a hospital for a serious respiratory infection did a nurse call 
attention to a thin sanguineous discharge from the rectum. Digital examination dis 
closed a large ulcerating neoplasm, of which both the patient and the physician 
(i.e. myself) had been quite unaware 

Mistaken therapy in older persons is all too common. Overdosage, 
especially of sedatives, leads to mental confusion, accidents and to drops in 
blood pressure that may initiate other changes. Too often surgical therapy is 
delayed because the patient’s functional capacity is underestimated, On 
occasion, necessary medication may be withheld because of ungrounded 
fears as to its possible harmfulness. Above all, the value of simple psycho 
therapy is commonly overlooked. Old people are lonely, and often consider 
themselves misunderstood. The friendly interest of the physician is often a 
tar more effective treatment than his pills 

The altered reactions of the aged to disease have profound etiects upon 
the clinical pictures we have learned in younger patients. Atypical onset is 
common, with less pain and with less anxiety on the part of the patient 
Atypical symptoms are often seen, in the form of little or no constitutional 
reaction such as fever or leucocytosis. Atypical course of the disease may 
lead to overlooking the initial phases completely. ‘These features are all well 
illustrated by acute appendicitis in older people, where the onset is not 
violent, and where perforation occurs early, often with the formation of 
localized abscesses which may simulate a neoplasm of the ascending colon 
Other examples of complications obscuring the original complaint come to 
mind, especially the case of the old woman who was diagnosed as arterio- 
sclerotic cerebral thrombosis, until necropsy revealed subacute bacterial 
endocarditis with cerebral embolism. The whole confusing picture has been 
summed up in the aphorism: ‘Disease in the aged is characterized by 
multiplicity, chronicity and duplicity’ 

In order to avoid errors in the management of elderly patients, certain 
general suggestions may be made. Effort must be made conscientiously to 
understand each individual patient, his early life, his family background, his 
personal problems. Social maladjustments may present themselves in the 
form of bizarre symptoms. The aged patient should not be underestimated 
as to his good sense, or as to the significance of his complaints. With age 
there is a tendency to accept pain and discomfort as inevitable. Each patient 

ist be thoroughly examined, since minor lesions are often disclosed which 

remediable, and which may cause more discomfort to the patient than 
serious disorders. Careful study of older patients should lead to clinical 
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humility, a highly desirable quality in the physician, particularly if bedside 
findings are checked by post-mortem studies. Diagnostic thinking must 
cover the widest possible range, as indicated by Worcester’s dictum: “There 
are no diseases peculiar to old age, and very few from which it is exempt’. 

Too often is it forgotten that preventive measures are available that may 
insure against unnecessary suffering. The practitioner has an important part 
to play in warning against household accidents by pointing out possible 
hazards in the form of loose rugs, shaky chairs and tables, poor lighting, and 
slippery floors. Infections and cardiac breakdowns may be guarded against, 
and by removing sources of chronic irritation some neoplasms may be 


avoided. 


CARDIOVASCULAR DISEASE 

Diseases of the heart and blood vessels are the leading causes of death in 
older people, and form the common basis for complaints or fears which 
induce patients to consult a physician. The most frequent condition is 
sclerosis of the coronary arteries, leading to coronary insufficiency, coronary 
thrombosis and myocardial infarction. Infarction may occur without throm- 
bosis in the presence of severe anemia, persistent tachycardia, sudden drops 
in blood pressure due to shock, hemorrhage, heavy sedation, and spinal 
anzsthesia. Associated obesity, anemia and malnutrition may be treated 
vigorously with spectacular improvement in myocardial function. There ts 
a tendency to diagnose coronary thrombosis too glibly since identical chest 
pain may be caused by aortic rupture (so-called dissecting aneurysm), by 
pulmonary embolism and by acute pancreatitis. On the other hand it may be 
missed since it may be painless or even completely asymptomatic in mentally 
deteriorated patients. The first manifestation in these cases may be cardiac 
rupture. Pulmonary edema due to acute left ventricular failure may also 
mask the pain of infarction. The early diagnosis of myocardial infarction by 
electrocardiography, and the more effective therapy of congestive heart 
failure, based on the correct use of digitalis, salt restriction and mercurial 
diuretics, often prolong the useful lives of older patients. 

Other etiological types of heart disease will be found more frequently if 
sought for, and if arteriosclerosis is not blamed for all cardiac manifestations. 
Rheumatic heart disease, especially aortic stenosis, and subacute bacterial 
endocarditis are far more common than formerly believed. I have seen both 
conditions in patients past 80 years of age. Syphilitic heart disease and, more 
rarely, congenital heart disease occur at advanced ages. Most important is 
the careful study of every patient presenting auricular fibrillation for signs 
of thyrotoxicosis and thyrotoxic heart disease, which may be completely 
masked by congestive heart failure, since this condition responds dramatic- 
ally to propylthiouracil and to the radioactive iodine isotope. Hypersen- 
sitivity of the carotid sinus increases in frequency with age, especially in 
men, and should be looked for cautiously as the cause of syncopal seizures 
which may at first be ascribed to primary disease of the heart. 
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MUSCULO-SKELETAL SYSTEM 
Complaints referred to this system are extremely common with increasing 
age, and often may only represent loss of elasticity of the periarthritic liga- 
ments. Whilst rheumatoid arthritis may persist from middle age, and osteo- 
arthritis is so frequent as to seem almost a part of the ageing process, the 
clinician must not be content with a diagnosis of arthritis until he has care- 
fully ruled out all other conditions that may involve the bones and joints 
‘All that aches is not rheumatism’. Nutritional deficiencies causing peri- 
pheral neuritis, osteoporosis with vertebral collapse, osteitis deformans, 
metastatic lesions from silent tumours of the lung or the prostate, with or 
without pathological fractures, leukemia and multiple myeloma must be 
ruled out. Gout may, occur for the first time after 70 years of age. Bone 
marrow studies by means of sternal puncture may be helpful. Radiological 


examinations can hardly be overdone and often disclose surprises in old 


people 


RESPIRATORY SYSTEM 

he menace of undiagnosed open tuberculosis in the aged has often been 
stressed in relation to the health of children and young people. Beware of 
chronic coughs, self-diagnosed as ‘bronchitis’, ‘winter cough’, or ‘smoker's 
cough’, which may go on for years, un-x-rayed, unsuspected. Not rarely the 
physical signs may be unusual in the presence of extensive pulmonary 
emphysema. Today, pulmonary tuberculosis is a disease of old age because 
young people are protected from infection. In old age immunity to the 
disease may break down and an extensive tuberculous pneumonia or a 
miliary tuberculosis may result. 

he breakdown of defences may be spontaneous as in an old woman with long- 
standing heart block, or may be speeded up by a neoplastic process, as seen in a 
carcinoma of the cardia, with negative chest x-ray. At necropsy in both of these 
patients fresh miliary dissemination in the lungs was found 

Few clinicians realize that the frequency of miliary tuberculosis increases 
with age 

The diagnosis of ‘chronic bronchitis’ is almost never justified in the aged 
More often, allergic bronchitis, bronchiectasis, lung abscess, or carcinoma is 
the cause of the symptoms. I have observed several examples of so-called 
lipoid pneumonia’, more properly termed ‘oil aspiration pneumonia’ in our 
aged residents. We no longer permit oily nasal sprays or the use of mineral 


oil for constipation 


MALIGNANT TUMOURS 
Che slow growth of malignant tumours of the lung and other parts of the 
body in the aged is not sufficiently appreciated or taken advantage of 
Several cases come to mind of older women in whom operation for carcinoma 
of the breast was at first put off because of associated cardiac or cerebral 
symptoms. These patients stood the strain of a simple mastectomy very 
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well and lived for years afterwards without recurrence. Similar good results 
have been seen in neoplasms of pelvic organs in women and of the large 
bowel in both sexes. ‘Today our patients with carcinoma of the prostate are 
kept comfortable for at least two to three years with large doses of cestrogens 

In addition to their slow growth, malignant tumours in the aged are 
characterized by minimal symptoms until far advanced, and may only 
manifest themselves in the bowel by either perforation or acute obstruction 
[hey may be masked by infection, as in a stenosing bronchial tumour where 
retained secretions become infected, and the clinical picture simulates lung 
absc ess. 

Profuse hemorrhage from ulcerated sigmoid diverticula may suggest a 
neoplasm. A practitioner should never decide that any neoplastic condition 
s inoperable without the concurrence of a surgical consultant. The large 
size of a neoplasm does not mean that it cannot be removed surgically. Often 


' 


palliation in the form of a side-tracking operation can be done where more 


radical surgery is not feasible. 


SURGICAL PROBLEMS 

discussion of operability leads directly to the problems involved in the 
e of patients for operation, in the determination of surgical risk, in 
inte- and post-operative treatment, in choice of anzsthetic, in choice of type 
of operation. Essential hypertension and a previous myocardial infarction 
lo not in themselves contraindicate surgical measures. ‘The physician must 
operate closely with the surgeon and share the decisions which must at 
times be made quickly at the operating table. Surgery today is able to handl 
old patients successfully because of improved methods of anzsthesia, better 
care before and after operation, early ambulation, the use of antibiotics to 
combat infection and liberal use of blood transfusions, saline infusions and 
amino-acid mixtures intravenously. Gynzcological disorders in older women 
are often amenable to surgery, with inestimable benefit to the patient 
Prostatic surgery works similar wonders for men. Pinning of hip fracture 

is truly a triumph of modern surgery. 


NEUROLOGICAL AND PSYCHIATRIC PROBLEMS 

Under the diagnosis of ‘apoplexy’ are grouped a variety of cerebral dis 
orders of most varied causation. Among these are cerebral hamorrhag« 
thrombosis and embolism, primary and metastatic tumours, acute infectious 
meningitis due to either the meningococcus or the pneumococcus, and trau 
matic lesions. Of the latter, subdural haematoma is important because of its 
insidious onset and the ease with which the diagnosis can be missed. ‘The 
condition is completely curable by simple surgical intervention 

The practitioner taking care of the aged must be familiar with the 
psychiatric problems of old age, must be able to differentiate the eccen- 
tricities of the elderly from true psychotic manifestations. Many of the 
abnormalities of mind occurring in later life begin in youth. According to 
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Miss Maude Royden, ‘If you want to be a dear old lady at 70, you must 
begin early, say about 17’. The textbooks of psychiatry are of little help to 
the practitioner because for the most part they discuss only ‘senile psychosis’ 
and ‘psychosis with cerebral arteriosclerosis’. They do not clarify the 
problem of the physician confronted by a disturbed patient. He must first 
rule out a possible drug intoxication. Bromides in old people produce 
symptoms indistinguishable from a true psychosis. Barbiturates may do 
likewise, even in small doses, in susceptible individuals. Nutritional de 

ficiencies, especially of thiamine chloride, niacin and riboflavine, may also 
produce severe upsets. The influence of cardiac failure, of surgical opera 


tions and of emotional strains upon the brain leads to mental disorders that 


mav be reversible or may aggravate pre-existing disturbance of function 
Postoperative psychoses, resulting from preoperative tensions, medica 
tions and other specific Causes, have an excellent prognosis loday the de 
pressions of the aged are combated with shock therapy with great success 


although the milder ones clear up spontaneously. At the Home for Aged and 


i 


Infirm Hebrews we have had good success in admitting older patients who 


have been discharged from State hospitals. A certain number of older 


patients are retained in these institutions after achieving health, because 


there is no place to send them 


St MMARY 


(1) Nowhere in the whole range of medical experience, except in old age, 
fir 


lo we find so many complex problems, so many pat! 


' _ 
1OlOgical les1rons In one 


individual, such bizarre clinical pictures and s1 


1 ' ? ! ip ponses 


(2) Errors in diagnosis and management in older patients are ascribed to 
mistaken attitudes, to stereotyped thinking, to misplaced emy 
concepts of therapy and to the altered bodily reactions of 
(2) Asi very other aye group there sno s 
history and a painstaking physical examinatior 
(4) [he practitioner must pay particular attention t le interaction of 
medical and social problems, and must devote himself t« > unde rstanding 
of ha nt’s personality, in order to utilize the power of psychotherapy 
Caring for the aged is worth while and gratifying, full rewards for the 
actitioner even though the pitfalls are numerous and diagnostic hazards 
In spite of great gaps in our knowledge we can bring better 
happiness to many of the aged sick. Physicians must realize 
Longfellow Ave is opportunity no less than yout! 


another dress’, and endeavour to prove to their older patients 


that the later vears of life may truly become, in Walt Whitmar words 


i; } ; 





MINOR MALADIES IN OLD AGE 


By R. J. F. H. PINSENT, M.D. 


Birmingham 


WHETHER a minor disorder of body function is such that it forms a topic of 
conversation in the bus queue, the grocer’s or the waiting-room, or whether 
it has come to absorb most of the patient’s conscious thought and influence 
some of his actions, the family doctor is likely to be consulted, and the 
management of these problems is part of his stock-in-trade. He expects to 
meet minor maladies at every age, and at each age their presentation will 
be a little different: childhood ailments brought up by an uninstructed 
mother; psychogenic symptoms arising from fear in the adult and middle- 
aged, and the early breakdown symptoms of the older years. 

Most of the minor maladies of age are manifestations of the effect of 
wear and tear on mind and body, and the two cannot be considered apart 
Whatever the ailment may be, its physical effect is enhanced or diminished 
by the patient’s attitude to it, and in the older patient such emotional in 
fluences may greatly affect the course of a minor malady. ‘The character of 
the patient is one of the factors which decide for him whether illness will 
er will not remain of minor significance. It is not unfashionable in these days 
of cybernetics to use a mechanistic analogy, and the older patient may not 
inaptly be compared to the older car which, after many miles on the road, 
is beginning to show its age. Body-noises and squeaks, increased fuel and 


oil consumption, and other defects occur, each not serious in itself but 


contributing towards increasingly impaired performance. Such are the 
minor maladies of age, and such are the problems which are peculiarly the 
province of the general practitioner. 


THE SPECIAL SENSES 

Perhaps the most significant manifestations of wear and tear take place in 
the special senses, as defects in these may take much of the pleasure fron 
years which retirement should make relaxed and enjoyable. Loss of sight is 
a major disability, but its impairment may be of all degrees, and its recog- 
nition should lead the practitioner to seek its cause. Time and surgery may 
restore vision where a cataract is recognized, or diabetic retinopathy may 
give a clue to a condition which can be treated, whilst correction of refractive 
errors by lenses is carried out. Old eyes are often best served by two pairs of 
glasses: one for near vision and one for far. One or the other is often missing 
unless a lanyard or ribbon is worn, connecting the ear-pieces and allowing 
the pair not in use to hang necklace-fashion on the chest. 

Hearing impairment may occur in minor but significant degree, and old 
people often have one ear a ‘better’ than the other. The treatment may be 
May 1955. Vol. 174 (562) 
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no more than adoption of the correct conversational position relative to the 
patient, though inspection may reveal wax, to be softened and removed 
Patients with mild deafness do not take readily to hearing aids for they com- 
plain that background noises are too intense. There may also be associated 
head noises of a rushing kind which are perceived as being synchronous with 
the pulse. A number of patients become conscious of their carotid circula- 
tion in this way, especially when the blood pressure is raised. They often 
tail to recognize that the head-noises are pulse-noises and when this is 
demonstrated to them the symptom becomes much less troublesome 

Che remaining senses are less often affected, except in so far as there is a 
varying degree of awareness of loss of taste, of smell and of touch. The first 
two of these faculties may deteriorate almost unrecognized whilst tactile 
discrimination remains. When touch and vision remain, fine work can still 
be done, and some of the finest trout flies ever tied were the work of a 
septuagenarian who nipped the ends of hackles and tying-silk against an 


irregularity in his right thumb nail. 


rHE PERIPHERAL CIPCULATION 
Impairment of locomotion and of circulation and respiration go hand in 
hand, and, in a way, it may be to the advantage of the patient that this is so 
lhe arthritic knees and hips that are a disability in themselves may be 
limiting the stress which can be placed upon the body, act protectively and 
conserve the failing myocardium or the impaired pulmonary exchange 
| 


Ischemia in the legs—claudication—may well occur at a lower threshold 


than ischemia in the myocardium, and perhaps more often than we think, 


a patient's legs may come to save his heart. Peripheral circulatory disorders 


are common in the older years, as the calibre of arteries to the limbs becomes 
narrowed: blue hands, cold hands, ‘dead fingers’, paresthesia, small venous 
hzmorrhages and hematomas. Minor unrecognized trauma to the back of 
the hand or wrist may be followed by these hemorrhages, and they may also 


be found on the front of the shin 


rHE FEET AND THE SKIN 
Locomotion may be seriously hindered by foot conditions and these may be 
the result of self-neglect by the patient. Ingrowing toe nails, bony exostoses, 
bunions and onychogryphosis may occur, the latter sometimes proceeding 
to bizarre extremes and affecting all toes. In one patient neglect of this 
nail-overgrowth resulted in crescent nails which touched the soles of the 
feet, making walking almost impossible. This lesion is one which may not 
be found unless it is sought after. Old ladies are apt to be cagey’ about some 
bodily deformities and to suppress all mention of this one. When chiropody 
can so easily prevent the disability it is worth while to make an apparently 
irrelevant inquiry now and then 


same hyperkeratosis that affects the nails may occur elsewhere, as 
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the skin becomes drier, looser and loses much of its elasticity. Pads of callus 
over the metatarsal heads may require chiropody, and deposits may occur 
on the shins, elbows, and over the sternum in the skin patch usually affected 
by pityriasis. These skin areas may break down and if this occurs in the soles 
the ulcers are hard to heal. The same circulatory deficiency may be respons 

ible for the indolent hypostatic ulcers on the shins which may or may not be 
associated with varicose veins or with eczema elsewhere. 

Che skin itself seems to toughen with age end eruptions of allergic and 
urticarial type seem to occur less often. Degeneration of sebaceous glands 
may lead to cyst formation (often where the hat-band presses) and come 
jones form on the back and on the abdomen. Patients may have varied and 
riginal ideas as to how these latter should be enucleated. Eruptions of the 
seborrharic’ type may be quite mild but hard to influence by treatment. It 
may perhaps be admitted that treatment here affects the morale of the 


itient rather than the lesion on the skin 


INDIGESTION AND CONSTIPATION 

the integrity of the alimentary canal depends the nutrition of the 

and in age this often begins with the handicap of faulty or absent 

’r sometimes improperly functioning dentures. Much senile dyspepsia 
may be due to faulty mastication and aerophagy, which can be relieved by 
instruction of the patient rather than by carminatives. It is, however, the 
lower bowel which is the subject of most concern. A real basis of organi 
dysfunction often exists, bowel atony, diverticulosis or piles, but this may 
be magnified out of all reason and proportion. A morbid preoccupation wit! 
the function of the lower bowel, and with so-called ‘constipation’ is quite a 
characteristic entity, usually affecting the elderly male. The definition of 
constipation adopted by these patients may be a wide one, elastic enough to 
include one good motion a day, but there is always to be found some aspect 
of each stool with which they are dissatisfied and which they feel obliged to 
treat with yet another laxative or pill. ‘To some of these patients their bowels 
become their lives, and they are the fairest of game for the vendors of patent 
medicines and quack remedies. There is no hypochondriac like he with the 


bowel tixati 


THE UROGENITAL SYSTEM 
Affections of the urogenital system affect both male and female, to cause 
stress and urgency incontinence of mild degree from prostate or prolaps¢ 


and neither may justify surgical intervention. Restriction and timing o 


fluid intake may be required, and advice on this is sought from the general 


practitioner. The ‘hot flushes’ of the menopause, also, may be carried into 


the years long after the periods come to an end. By this time the flushes may 
no longer be in any way related to the endocrine reshuffle of the menopause, 
but they are described in similar terms. The patients feel these flushes sub 
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jectively and are convinced that their complexion is conspicuously reddened 
and that they are a source of interest to onlookers when the attacks occur 
It is difficult to convince these old dears that the sensation is subjective. It 
is part of what the patient thinks about her disability and this is always the 


aspect least amenable to treatment 


MENTAL DETERIORATION 
lhe breakdown of the mind may be a slower process than that of the body 
and thev are fortunate who can grow old with grace and with their faculties 
inimpaired. ‘The less fortunate experience first a loss of memory for recent 


events and 


an apparent—if not real—enhancement of memory for events of 
the remote past. Thus they come to live in the past, perhaps because they 
have time and leisure to do so, and since their future may be short thei 
past may be more attractive to contemplate. ‘The doctor can help a little, 
by suggesting such homely dodges as the handkerchief knot or the rubber 
band round a finger as a reminder that this or that needs to be done, and also 
by listening to reminiscences for a while, however tedious and irrelevant they 
may seem. The emotional catharsis which his presence may induce may help 
his patient more than he realizes. It 1s a short step from memory impairment 
to the confusional states and delusions which sometimes impel the old to 
leave their beds and behave strangely in their night attire. ‘his occurrence 


during the course of mental ageing may presage further breakdown, but 


sedation may help to prolong the stage in which its recurrences become no 
worse 
MANAGEMENT 

(he management of the minor disabilities of the old is the understanding 
of the patients who suffer them. Hard and fast rules cannot be laid down 
each situation or symptom must be considered on its merits and in relation 
to the doctor’s knowledge of the patient's character and environment 

Perhaps management begins with recognition that a minor disability 
exists, for old patients often withhold the history. Some symptom or cor 
dition may be mentioned as an afterthought at the end of a consultation on 
another matter, and such symptoms need not necessaril of litth 


significance 


During or evening surge! 
sturbance ttributed to a 
s eves t be examined Ar 
ned off-handedly 


ed int the exan 


t 


re compressing ne 


Once the patient has acknowledged that a disability exists which 
worth while to mention to the doctor, he is more than willing to cooperate 
in measures which may be advised to treat the disability or prevent re 


ce. Some can turt to good use the vork from which thev have retired 
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one ex-joiner improvised a most efficient bed-cradle from orange-box wood 
to keep the blankets from his great toe during his attacks of gout. However 
limited its scope may be, a home workshop is a great therapeutic asset to a 
craftsman in his years of retirement. It may provide an incentive if he 
becomes a patient, and it may serve his doctor in as good stead as a depart- 
ment of occupational therapy. 


MEDICATION 

For the treatment of old people the tendency to pull one’s therapeutic 
punches must be resisted and when curative therapy is required it must be 
given in full dosage. Many infective conditions are mild in the aged, but 
clinical mildness does not justify inadequate dosage of specific or non- 
specific drugs. Sometimes symptomatic treatment is necessary, but this 
should only be considered after a genuine search for a cause has been made 
and has proved unavailing. More rarely still the placebo may find its true 
clinical indication. 

The tendency to prescribe a placebo just because the patient is old, and 
is expected to ‘want a bottle’ must and can be successfully resisted. ‘The 
placebo is better used when suggestion cannot be replaced by understanding 
Some patients there are, the arteriosclerotic and the unintelligent, for whom 
treatment by suggestion must be deliberately undertaken, and with these 
the doctor must pitch it strong. The placebo must be considered with care, 
perhaps looked up in the National Formulary, and written out in full for the 
patient to decipher if he can. The dosage and the way that the medicament 
is to be taken—in water or not, before or after meals—must be described in 
meticulous detail, and an estimate given to the patient of how long it will 
be before the desired effect is achieved. The success of suggestion therapy 
of this type may be judged on the patient’s next visit when he will probably 
tell the doctor that relief came on after just the suggested interval 


SUMMARY 

The part to be played by the general practitioner in the management of the 
latter years is as much preventive as therapeutic. He can anticipate develop 
ments and instruct and prepare his patients to meet them. He can, when 
disability occurs, teach the patient to live within the limits set by it, and to 
live with greater peace of mind concerning that disability. In this the 
general practitioner is a medical adviser in the truest sense, for his advice 
and his teaching will achieve far more than his therapy which can at best be 
supportive 

It is in the management and handling of the minor maladies of the aged 
that the general practitioner must live up to the dictionary definition of 
himself—‘doctor—a wise man, a teacher’, and the range of his teaching 
must be broad as life itself. 





THE HOME NURSING OF THE 
AGED SICK 


By MARJORY WARREN, M.R.C.S., L.R.C.P. 


Consultant Physician, Geriatric Unit, and Deputy Medical Director, 
West Middlesex Hospital 


‘THERE is nothing glamorous or exciting, in the popular sense, about home 
nursing of the aged. No head-lines call attention to the many family doctors, 
to the countless district nurses and to the thousands of relatives and friends, 
who daily devote their lives to the care of the elderly sick in their own homes. 
Most people vaguely recognize that the service is important and/or inescap- 
able, but few really appreciate the full implication of such work. The 
majority tend to regard the subject emotionally but rarely objectively, and 
generally in isolation from other services. It is only when the needs of all 
and the health of the nation are considered as an integral whole, that the 
full significance of this service can be appreciated 

Under the National Health Service Act there is an obligation to provide 
medical and nursing care for all sick persons. Such care varies according to 
the needs of the patient and to his environment. Obviously many sick 
patients do not need to go to hospital for treatment, whilst others, for medical 
reasons and/or environmental needs, should be admitted for investigation, 
diagnosis and treatment, which can only, or can better, be given in hospital 
It would be generally agreed that children should only be sent into hospital 
when they cannot be adequately treated at home. Similarly it must be 
accepted that old sick persons are better treated in their own homes, when- 
ever this is possible. As those above pensionable age now form 15 per cent 
of the total population, and as morbidity increases with age, it is obvious 
that the potential numbers of elderly sick must increase and this is borne out 
by factual data 

GENERAL PRINCIPLES 

If care of the aged sick under old-fashioned conditions were to be per- 
petuated much heavy nursing would result, and with the increase in the 
number to be dealt with and the relatively fewer available nurses, the prob 
lem would become alarming. The modern approach to the problem, how 
ever, is entirely different and it is recognized that there is no necessity for 
the aged to become bedfast and entirely dependent upon others. Indeed, 
they are much more safely cared for when they remain up and as independent 
as possible. If medical treatment is carried out under such conditions then 


patients will continue to do a great deal for themselves, and relatives and 


friends, under medical guidance and with minimal nursing, will be able to 
care for their own folk and, in so doing, will increase the facilities for home 
nursing of the aged 
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There is, however, an enormous amount of work in connexion with the 
care of the sick at home, which can be done by those who are not nurses, 
and it is today especially important that nurses should mostly undertake 
only work which requires their skill and training. If aged persons who do not 
need hospital accommodation are forced to enter hospital for lack of nursing 
care, then obviously others who need hospital accommodation will be unable 
to get it, and so will deteriorate at home until it is too late even for remedy 
And even if sufficient resources were to be found to augment the number of 
hospital beds to such an extent that these were sufficient for all the elderly 
sick to be admitted, there would still be insufficient personnel to service 
those beds. Home nursing is therefore an absolutely essential part of the 
health scheme and must be recognized as such. It is in the vanguard of social 
medicine and is one of the keystones upon which rest the happiness, the 
health and the welfare of the whole nation. If this service fails then all other 
ervices will collapse. 

[In order to give the best service in any particular branch of work, it is 

portant to study not only details of work required and new methods, but 

the larger field of which the smaller service is a part. Only when the 
e is regarded in this way as part of the whole, can a realistic plan be 


le and practical methods worked out, and only when modern methods 


are in operation can the maximum and the optimum service be given to 
relieve discomfort, disability and disease and so lighten the burden of the 
patient and of the community. 

lhe aged sick have an equal right with others to have good medical and 
nursing care and a hospital bed, when this is necessary. It is even more 
necessary with the elderly than with others to start treatment early, as older 
persons often deteriorate rapidly when treatment is delayed or inadequate. 
No-one, however, should subscribe to the idea that admission to hospital is 
the only or best solution for all problems attendant upon old persons living 
alone, if such persons do not really need medical treatment in hospital. On 
the other hand, those old persons who need hospital treatment should not 
be nursed at home because it is more economical. Indeed, if a patient who 
needs admission to hospital be allowed to deteriorate until he is irremediable 
before he is admitted for permanent custodial care, the result will be un- 
favourable from both a medical and an economic point of view. Every case 
must be considered on its merits and there are well-established reasons, 
apart from the obvious economy of such a plan, for considering in every 
case whether a sick old person can be nursed at home, when this is not 
likely to be detrimental to the final conclusion of his illness. 

First, it is well known that it is the wish of the majority of old persons to 
remain at home if possible and old age must not preclude freedom of 
choice—unless or until this becomes impractical. Secondly, many old people 
when moved into unfamiliar surroundings become disorientated and such 
mental confusion adds considerably to the difficulties of treatment. Thirdly, 
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when it is practical to nurse an old person at home he will not be subjected 
to the mental discomfort and depression of seeing and being with a large 
number of other sick persons (some of whom may actually die in his pre 
sence). Fourthly, in hospital old persons may and do contract infections 


from other patients in the ward. Fifthly, in hospital it is seldom possible to 


give the same individual attention that can be given to an old person at 
home, and lack of such attention does ur 

doubtedly delay progress at times. Lastly 
old people often fret while away from home 
and feel abandoned, and certainly in 


secure, in unfamiliar surroundings 





For these well-considered reasons there 


fore old persons who can be nursed simp! 





but adequately, at home should not be 
admitted into a hospital. On the other 
hand, whenever admission to hospital is 
in the best interests of ultimate prognosis 


then a bed in hospital must be found for as 





long as necessary, and when the patient is 
fit to return home, such nursing care as 


may be required must be continued there 








In this way it can be appreciated that 
nursing of the aged at home is part of a 
much larger scheme and that it is important 
from the point of view of both the aged 
person and the community 


The factors which will determine whicl 





course is best for the patient w 1] depend 
upon 
(1) His medical conditior 











(2) His temperament 
(3) His environment incl 
relatives and friends 


(4) The strengtl 





vices available 





(s) The views of his family doctor 


In assessing a patient’s condition with a 











view to the advisability of home nursing 


all these factors must be considered in the 
shad 


roads 


light of modern me 


MODERN METHODS O! URS IN Hr Hf ! 


The modern concept that a patient should | 1u 1 of bed should eas« 
} I 


rather than aggrawate nursing duties, for on it, and correctly placed in 
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a chair, he should not slip out of position and he will be easier to attend to 
than when he is lying down in bed. Incidentally too, the bed will only need 
to be made up once in the day, less bed clothing will be soiled and less 
laundry needed. It is usually not difficult to get a patient ofi his bed and 
into a chair, provided that the bed is not too high, and when the following 
technique is used (fig. 1). 

When the patient is able to get up by himself he should be encouraged 
to sit out in an armchair dressed either in a warm dressing gown and socks 
and leather shoes or, if he prefers, in his full day clothes which may be 
warmer and more comfortable. When the patient is not able to manage for 
himself and needs help then he should be raised or assisted into a sitting 
position in his bed by placing one hand under the occiput or at the back of 
the neck between the shoulders and lifting him forwards until he is in the 
upright position. With the other hand, his legs should be moved over the 
edge of the bed. Maintaining this position, the assistant should use his own 
foot as a foot-stop for the patient’s feet. Next he should be raised from the 
bed edge, his trunk turned through go” and he should be lowered into an 
arm chair placed parallel to the bed. The use of a foot-stop makes the pro- 
cedure simple, as compared with attempting to lift a patient bodily without 
this help. When in the chair, he should sit well back in the seat and a 
cushion should be placed be- 
hind the shoulders (fig. 2(a)) 
and not the buttocks (fig. 2(b)), 
so encouraging the patient to 
sit up and even a little for- 
ward. If there is any tendency 
for the patient to fall out of 
his chair, then he should be 
tied in, and the tie should be 
ad (>) placed low down on the trunk 


Fig. 2 The right (a) and the wrong (b) way for the and beneath the arms of the 
patient to sit in a chair 














chair. 

In this position the large majority of patients who should be nursed at 
home can be cared for. When the patient is liable to be incontinent a 
mackintosh and towel or small piece of sheet should be secured over the 
seat of the chair and a dressing gown should be put on back to front to 
prevent soiling. In many instances it is easy in this position to slip a bed pan 
under the patient. The patient is in a good upright position for eating, but 
can fully relax when necessary. If the patient wears leather shoes, this pre- 
vents pressure sores developing on the heels. The position in a chair during 
the day is different from that assumed in bed at night and this change in 
position minimizes the chances of pressure sores on the sacrum and buttocks. 

Such a position out of bed, with the advantages referred to, is safe and 
satisfactory in almost any medical condition. It is, for insta®ce, an excellent 
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position for the patient in gross cardiac failure as the edema gravitates to 
the extremities instead of to the sacral region, where edema will increase 
the likelihood of pressure sores, and does not collect around the internal 


organs with further embarrassment to the heart. In cases of pulmonary 
infection, even with pyrexia, there is nothing to lose and much to gain by 
having the patient sitting out in a chair, for in this position he can be equally 
warmly clad and is in a better position for good respiratory excursion and 
can expectorate more easily when he wants to 

Neurological cases, such as disseminated sclerosis and progressive 
muscular atrophy, who are unable to get about, should never be confined to 
bed as, when left in such positions as they assume in bed, they are at a 
mechanical disadvantage for movement or self help and are very liable to 
develop contractures. Sitting in a chair, as already described, many will be 
able to do much for themselves and can interest themselves more easily in 
their surroundings 

All digestive troubles are improved by keeping the patient in an upright 
position from which he can feed much more easily than he can when lying 
in bed. A blind person is at a great disadvantage lying dowh, where he is 
unable to adjust himself to an unusual position of the cup and plate, and 
is very liable to spill his food, or where alternatively he may demand to be 
fed. A point worth remembering in home nursing is that blind persons can 
feed themselves much more easily and more cleanly when food is put into 
a deep plate or bowl. For the arthritic patient or one who has sustained a 
fracture the more normal position in a chair ts best. In the latter case a 
fractured limb can be raised on a stool if necessary. Here it should be noted 
that it is less comfortable and less safe to sit with both limbs resting up at the 
same time than it is to sit with one limb resting up on a stool and the other 
firmly placed on the floor 

In most of these conditions, when sitting in a chair the patient, however 
sick or disabled, will be able to move himself a little and so minimize the 
pressure on his buttocks. Most patients will need only minimal help, and 
for those who are more handicapped the technique referred to earlier will 
be the easiest method to adopt, and can in most instances be carried out by 


one reasonably able-bodied person. 


DRESSING 
If it is agreed that a patient should be up in a chair it is obvious that he 
should be dressed. In every case an individual is more easily able to get on 
his clothes when sitting in a chair than when lying or sitting in bed, or sitting 
unsupported on the edge of his bed. Dressing and undressing provide not 
only improvement in morale, but also excellent physiotherapy, and with 
very little additional aid. Provided that, when required, the patient has 
minimal assistance, there is no danger of his falling when he stands to 


ad) ist his clothing 
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For patients who are irremediable and permanently disabled from stand- 
ing and walking, it is well to replace the ordinary arm-chair by a wheel-chair 
with a brake and this should be self propelled if the patient can be taught to 
negotiate it. The act of getting about in a wheel-chair renders the patient 
considerably more independent, saves a good deal of time of other people 
and gives additional exercise especially to the shoulders. Wheel-chairs can 
often make an otherwise helpless and dependent person active, mobile and 
considerably more independent. The resulting improvement in morale, the 
avoidance of additional contractures and the prevention of pressure sores 
ire most noticeable 

USE OF AIDS 
here is today an enormous number of aids, or gadgets, for the disabled 
and it is important for the medical profession to advise the use of a gadget 
whenever this can improve the lot of a disabled person. It is essential to 
focus treatment on adaptation of methods when dealing with long-term 


| multiple disabilities. It is net enough to make an erudite diagnosis and 


- 
then pronounce the prognosis as ‘incurable’. It is bad medicine to allow a 
atient, however old, to remain or become more disabled than is necessary 

medical condition, and the elderly rarely have only one, must be 
ected and whenever a disability can be relieved by an aid it should be 
yt tained 

For example, a diabetic who is suffering from an impaired peripheral 
rculation may be considerably improved by the administration of tola- 
oline or other similar preparation. An arthritic patient will be easier if his 
peripheral cardiac edema is reduced by the use of mersalyl by injection, or 
”y some oral diuretic. An arthritic will be much more independent if intro- 
luced to a long shoe-horn and a pair of elastic shoe laces and much safer if 
provided with a rubber ferrule to his stick. He may even find a 4-legged or 
tripod stick® easier than a single cane. An arthritic patient with contractures 
in be taught in most cases to get from his bed to his wheel-chair by the use 
of a simple ‘shuffle board’, such as the one which I have designed, made in 
t wood, and measuring 30 x 8 inches (76 x 20 cm.). Such a shuffle board 
uuld be supplied to any patient who is chair-ridden, to enable him to get 

his bed to his chair and later back from his chair to his bed 
is extremely simple aid, a little wooden board, is taken by the patient and one 
lipped partly under him as he sits on his bed and the other end 1s placed on 
s wheel-chair. Having secured the brake he moves his legs over the 


; 


bed and sitting on his board shuffles across it on to his chair. Later he 
reverses the procedure and returns to his bed (fig. 3) 
Patients whose physical or mental condition suddenly changes should be 


recognized as sick persons and not labelled as suffering from ‘old age’ or 


‘senility’. Most-of these changes are due to pathological processes and many 


*Both the tripod stick in duralumin and the wooden 4-legged stick, designed by 
the author in conjunction with Remploy, can be obtained from Remploy Ltd.. 
Queensway, Croydon 
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sudden changes in behaviour are due to minor cerebro-vascular accidents 
which, if recognized as such, can often be managed well at home. To confine 
such patients to bed will often convert them rapidly into ‘hospital patients’, 
inert, incontinent and irremediable. Prevention of conditions which can 
be easily anticipated in the 

old must be practised con 

currently with active treat- 

a ment 

TT «= Regrettably, it is not un 

common to receive into 

hospital patients who have 

been bedfast for long 

periods of time quite un 


necessarily. ‘The initial act 


for chaur-rnidde patients 
, of going to bed is often 


stated to be advice from a family doctor for some minor condition. With an 
old person, and especially one who is not feeling quite fit, the luxury of 
confinement to bed with full nursing attention soon robs him of any in 
centive to get up and go about his business, however limited that may be 
Under hospital discipline such patients can and do often become ambulant 
again, but not until they have suffered the discomforts of rehabilitation and 
occupied a hospital bed with loss of valuable time and at unnecessary 
expense to the community 
CONCLUSIONS 

In assessing the value of home nursing of the aged the following [ 
must be considered 

(I) The advantages to old persons of treatment in their own home 

(2) The wish of most old persons to remain at home 

(3) The economy both in personnel and in finance of treating old persons 
at home except when their medical and/or social conditions warrant 
admission to | spital 

14) The necessity of using methods of nursing care in accordance with 
modern principles of treatment 

In treating the elderly sick, no matter whether they be in hospital or at 
home, success depends upon team work, upon knowledge of old people and 
of their reaction to illness, upon early and full treatment and upon meticulou 
attention to detail and continuity of care. The elderly with their well-known 
multiplicity of diseases need over-all medical care and free adaptation of 
methods. Whenever necessary, additional aids and help to remain is 
dependent should be provided—and the independence of old persons must 
be an index of good medical care and social conditions 

Above all, home nursing of the aged must be acknowledged as an essential 
part of any good health service and must therefore be fostered in every 


poss ble way 





OXYPHENONIUM CANTRENYL’) IN THE 
TREATMENT OF PEPTIC ULCER 


By C. A. HINDS HOWELL, D.M., M.R.C.P 
Physician, St. Charles Hospital, London 


PRESENT-DAY medical treatment of peptic ulcer is directed at the reduction 
of gastric motility as well as acidity. Atropine is ineffective except in dosage 
above the tolerance level (Nicol, 1939). More recently, in an attempt at 
what has been called ‘medical vagotomy’ attention has been turned to the 
longer acting quaternary amines. This group of drugs reduces both gastric 
acidity and motility. Riddell (1951) found hexamethonium bromide as 
effective as hyoscyamine in maximum dosage, but patients were unable to 
leave their beds because of vasodepressor side-effects. Douthwaite and 
Thorne (1951) demonstrated the immobilizing effect of hexamethonium 
bromide on the stomach and duodenum, but gastric secretion was scarcely 
altered. Kay and Smith (1950a) reported that intramuscular hexamethonium 
iodide could reduce hyperchlorhydria almost to achlorhydria. They estimated 
1950b) that the iodide salt was better than the bromide, which in turn was 
better than the chloride, but side-effects were usual with all three. Oral 
treatment gave variable results 

Banthine’, an anticholinergic agent producing effective parasympathetic 

ockage, has a considerable and prolonged effect on gastric, motility, but 
ts modifications of gastric volume and acidity are variable; moreover, the 

gh dosage required is liable to cause unpleasant side-effects (Longino 
et al., 1950) 

Antrenyl’ (2-Diethylaminoethyl «-cyclohexyl-«-phenylglycollate metho- 
bromide), the approved name of which is oxyphenonium, is a comparable 
compound which has been used mostly in the United States. Weinberg and 
Ginsberg (1953) found it as effective as ‘banthine’ in the symptomatic re- 
lief of duodenal ulcers although the ulcers did not heal in either case 
Mattman and Strutner (1953) reported that intramuscularly it was as effec- 
tive as atropine in the reduction of the volume and acidity of gastric juice, 
whilst in oral dosage of 30 to 50 mg. it was superior to atropine in the relief 
of symptoms. Rogers and Gray (1952) reported rapid symptomatic reliet 


and radiological healing in 24 cases of peptic ulcer 


PRELIMINARY INVESTIGATION 
In view of these reports a small trial was carried out in twelve patients with 


peptic ulcer. They were given 10 mg. of oxyphenonium four times a day, 


a full hospital diet, and were kept ambulant. The results are shown in 
table 1. One case had to be removed from the series as radiological confirma- 


tion was not obtained. Of the remaining eleven cases, eight (six with gastric 
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ulcer and two with duodenal ulcer) healed, six of them within one month 
Changes of acidity were inconstant. 


MAJOR INVESTIGATION 

The results of this trial were so satisfactory that a second small investigation 

was initiated comparing ten cases treated with oxyphenonium with ten 
treated with an indistinguishable placebo 

Material.—Twenty consecutive cases of peptic ulcer, excluding those in 

which there were clear indications for surgery, were chosen. All had severe 


symptoms which either necessitated early admission to hospital or had re- 





mptomatn 
reheft (days) 


Reduced 
Reduced 


Achlorhydna 





sisted treatment at home. Length of history was not considered in the 
selection of the cases. One patient with a mild hour-glass deformity who had 
persistently refused operation was included in the series 

Regime.—-All but two of the patients were ambulant from the time of 
admission. In one of the exceptions there was severe vomiting which took 
a week to subside; in the other there had been a mild hamatemesis. The 
patients were employed about the ward and paid daily visits to the recrea- 
tional therapy department. On discharge some, but not all, went to a 
convalescent home 

Diet.—All except the two cases mentioned had the full ordinary hospital 
diet throughout their stay 

Investigations \ diagnostic barium meal was performed either from the 
outpatient department or from the ward on admission. Thereafter, further 
barium meals were carried out at monthly intervals as required, but par- 
ticularly at the end of the first and third months of treatment. An alcohol 
test meal was done as soon after admission as practicable, followed by a 
second the following day. Treatment was started at the conclusion of the 
first meal, and the first dose (two tablets) was given with the second meal 
It was hoped in this way to eliminate environmental changes and to attribute 
any change in the acid curves to the tablets. Faecal occult blood was not 
investig ited 

Treatment Ihe manufacturers (Ciba Laboratories Ltd.) kindly made up 
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twenty bottles of tablets labelled A to T, half of them dummies. They kept 
the key so that no-one in hospital knew which patients were getting ‘antrenyl’ 
and which a placebo. On admission each patient was given a letter of the 
alphabet and received tablets from the corresponding bottle throughout the 
three months of the treatment. In hospital, two tablets, i.e. 10 mg. of 
oxyphenonium or of the placebo, were given three times a day after food 
and a further two at night. After a month the dose was reduced to one 
tablet three times a day. The patients were told that they were trying out an 
experimental drug which made dieting and rest in bed unnecessary. Con- 
stipation was treated with a mixture of cascara sagrada elixir B.P. and 
paraffin. Phenobarbitone was given to only one patient, who had epileptiform 
nits 
RESULTS 

he results are shown in table 2. It so happened that in the A, or oxy- 
phenonium, series there were seven gastric ulcers (one pyloric) and three 
luodenal; whilst in the D, or dummy, series there were eight gastric (one 





‘ 
= 


} months 
years 


nonths 





pyloric) and two duodenal. In each series one patient (duodenal in A, gastric 
in D) did not obtain any symptomatic relief and both were operated upon 
before the end of the first month. They will not be referred to when con- 
sidering length of treatment, symptomatic relief or healing time 

Symptomatic relief.—Nine cases in series A had relief: five within three 
days, and the remainder within ten. In the D series four became symptom 
free during the preliminary few days before treatment started: two were 
free in two days; one in seven; one in fifteen and one not until the twenty- 
second day 


Radiological healing.—In series A six ulcers healed, four withu 


ntl 


month, one at the end of the fourth month and one after six mo 
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series D, too, six ulcers healed; three in the first month, two in the second 
and one after seven months. Those that failed to heal included two gastric 
and two duodenal ulcers in series A, and three gastric (including the one 
with hour-glass deformity) and one duodenal in series D. The second 
duodenal ulcer in series D took seven months to heal. 

Gastric acidity lhe response was variable. In series A acidity was re- 
duced in four gastric ulcer cases, increased in two and unaltered in one. In 
one with duodenal ulcer it was reduced and remained unaltered in two 
Comparable results were produced by the dummy tablets. In the gastric 
ulcer cases 1t was reduced in four, increased in two and unaltered in one 


In those with duodenal ulcer there was an increase in one and no change in 


the other. In the first trial series there had been a reduction of acidity in 
five, an increase in three and no change in one 

Side-effects.__In one patient there was a recrudescence of epileptiform 
fits which only stopped at the end of treatment. In three there was slight 
mydriasis. Constipation and flatulence were not complained of until 
inquired after, and needed no treatment 

Stay in hospital.—-\t was difficult to keep patients with rapid symptomatic 


relief in hospital as long as three weeks. The shortest stay in hospital was 
six days when the patient discharged himself. Of ten patients who were 
discharged before the end of the third week eight (five on oxyphenonium 
and three on the placebo) healed completely and did not relapse. ‘The two 
who did relapse, one from each series, underwent operation 

Length of history As was to be expected four of the successful cases 
were patients with short histories, but healing also occurred in chron 
cases of up to ten years’ standing 

Follow-up All the patients have been followed up for a minimum period 
tf four months, the longest for nine months. When relapse has occurred it 
ias been early after discharge, cases D, E, I, K, N and O all relapsing within 
1 fortnight after leaving hospital. In the A series symptomatic relapse has 
xccurred in only three cases, all of them with gastric ulcer. In the D series 
relapse has occurred in four gastric and both duodenal cases. All the patients 

the first trial have been followed up for over a year. Of the eight who 
healed, one developed an ulcer again after his wife deserted him, and two 


thers had symptomatic relapse without ulcer formation 


DISCUSSION 


is too small to give anything but an indication of the value of 


xyphenonium in the treatment of peptic ulcer. It seems to confirm the 


findings of Ronald (1939) that ulcers will heal when there is no change or 
even an increase in the gastric acidity. The absence of bed rest and gastric 
diet does not appear to have affected the rate of healing or the speed of 
symptomatic relief. This recalls Lawrence’# (1952) finding that patients 
give! liet and bed rest take longer to heal than those in bed but undieted 


It is yntradiction to the observation of Doll and Pygott (1952) that 
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patients on diet and bed rest healed more quickly than those ambulant and 
on convalescent diet. 

Oxyphenonium was no more effective than dummy tablets in the healing 
of ulcers. It is all too clear that if the conditions are right the ulcer will 
heal. Gill (1947) showed this when he cured 20 patients with gastric ulcer 
by giving them a daily injection of distilled water! 

Oxyphenonium, given orally, has a useful place in the symptomatic treat- 
ment of ulcers both gastric and duodenal. It is effective in the absence of 
bed rest or special diet in hospital. The effect is rapid and relief should occur 
within two to seven days. If symptoms persist longer than this, however, 
healing of the ulcer is likely to be delayed indefinitely. There was no constant 
effect on the acid curves of alcohol test meals, but ulcers healed even when 
there was increased acidity. Oxyphenonium had no specific action in the 
healing of peptic ulcers. The side-effects were minimal, but it should not be 
given to patients with a history of epilepsy 


SUMMARY 
\ small investigation into the use of ‘antrenyl’ (oxyphenonium) in peptic 
ulcer is described. In a first test on eleven cases of ulcer treated with oxy- 
phenonium but without bed rest or special diet, eight healed. There was 
no constant alteration in acid curves. 

In a second series, ten cases treated with oxyphenonium were compared 
vith ten similar cases treated with an indistinguishable placebo. Radio- 
ogical healing occurred in six from each series and it is concluded that 
oxyphenonium has no specific action in the healing of peptic ulcers. Sympto- 
matic relief occurred in nine cases in each series but occurred rather more 


rapidly in the cases treated with oxyphenonium. Relapse was more frequent 


and occurred earlier in those treated with the placebo 
Side-effects were mild and uncommon. 


My thanks are due to Dr. V. Peckar, who carried out most of the barium-meal 
examinations. | also wish to record my thanks to Ciba Laboratories Ltd., and to 
Mr. C. W. S. Taylor, who donated the tablets of ‘antrenyl’ and arranged for the 
manufacture and provision of dummy tablets 


References 

Doll, R., and Pygott, F. (1952): Lancet, i, 171 
Douthwaite, A. N., and Thorne, M. G. (1951): Brit. med. 7., i, 111 
Gill, A. M. (1947): Lancet, i, 291 
Kay, A. W., and Smith, A. N. (1950a): Brit. med. F., i, 460 

7 (1950b), Tbid., ii, 807. 
Lawrence, J. S. (1952): Lancet, i, 482 
Longino, F. H., et al. (1950): Gastroenterology, 14, 301 
Mattman, P. E., and Strutner, L. (1953): Amer. ¥. dig. Dis., 20, 126 
Nicol, B. M. (1939): Lancet, ii, 881 
Riddell, M. J. (1951): Brit. med. F., ii, 1498. 
Rogers, M. P., and Gray, C. L. (1952): Amer. J. dig. Dis., 14, 180 
Ronald, J. (1939): Brit. med. F., ii, 1033 
Weinberg, B. J., and Ginsberg, R. (1953): Amer. J. dig. Dis., 20, 232 





CHRONIC ABDOMINAL PAIN 
IN CHILDREN 


By HUGH R. E. WALLIS, M.D., M.R.C.P., D.C.H. 


Consultant Paediatrician, Bath Clinical Area 


CHRONIC abdominal pain in children is a problem often encountered in the 
surgery. At first sight it may appear to be insoluble. The history may be 
vague, and examination of the child unrewarding. With perseverance, how- 
ever, in obtaining an accurate description of the pain, and in carrying out a 
few simple investigations, the diagnosis can be made clear in nearly all 
cases. ‘Treatment can then be instituted and peace restored in the family 
To start from the head and work downwards is a convenient routine, and 


history and examination may be considered by the way 


MASKED EPILEPSY 
Sir Frederic Still (1912) noted long ago that epilepsy may be a cause of 
abdominal pain even when there are nc convulsions and no loss of con- 
sciousness. ‘This occurrence has been described lately in America (Moore, 
1944, 1945, 1950), and it has also been reported in this country (Mac Keith 
and O'Neill, 1951; Wallis, 1955a). If it is not considered or credited the 
condition is never seen; but expez*:nce shows that the more it is sought the 
more commonly it appears. An important feature of the pain is that it 
recurs at intervals from a day to several months long. In between attacks 
the child is perfectly well. ‘The pain is sometimes accompanied by nausea 
or vomiting, when it is liable to be labelled cyclical vomiting. ‘The child 
usually goes pale. After the attack he may be drowsy or may even sleep 
heavily for some hours. Careful questioning may reveal that minor twitch- 
ings occur. If search is made a familial tendency to epilepsy will nearly 


always be found, although parents often do not disclose this unless pressed 


It may be that there is a history of some similar paroxysmal disturbance, 
either pain, vomiting or headache in another member of the family, or the 
patient may be found to have had convulsions in infancy 

Physical examination is usually negative, but extensor plantar reflexes 
may be found during an attack. An electroencephalogram should be taken, 
and it will nearly always be indicative of epilepsy. In a few cases of un- 
doubted grand mal or petit mal, however, the electroencephalogram is 
normal, and the same sometimes happens in masked epilepsy. In these cases 
diagnosis is difficult. The family history is important, and the final test, the 
response to treatment, should be applied 

In treatment it seems reasonable to start with the safest and most reliable 
drug. Phenobarbitone has proved useful and will often cure the condition 
almost magically. In the United States hydantoinates or a combination of 
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drugs are more popular. If the electroencephalogram indicates a tendency 
to petit mal, troxidone may be used. It is important to give an adequate dose 
of the drug which is chosen. Most children who are epileptic can take large 
doses of anticonvulsants without becoming sleepy. If there is no improve- 
ment after adequate trial the diagnosis should be reviewed and a change 
made to another drug. The prognosis is good. Most children grow out of 
the epileptic tendency by the age of twelve. A few may develop grand mal 
later. Treatment should continue for many months or years. The time to 
stop depends upon freedom from pains and the electroencephalographic 
picture. 
PSYCHOLOGICAL CAUSES 
Practitioners may be tempted to call pain psychological when they cannot 
explain it, and this often happens with abdominal pain in children. As 
Moore points out, children with masked epilepsy are often called ‘psycho- 
logical’ or malingerers. Psychological problems can be unearthed in most 
families. All children go to school, and it is easy to conclude that they do 
wt like it or that they wish to avoid physical training or games. These 
ippositions are usually erroneous, and it should not be assumed that 
idjustment to the problems of life is the cause of the pain, without 
nsive inquiry into all possible organic causes. 
in the few cases in which pain is psychological in origin the child may 
ve himself away by his general attitude or by his story. For instance, the 
boy who, when asked during the holidays if he had had the pain lately 
said: ‘No, but I will when I go back to school’. It is perhaps more commor 
umong children of nine to eleven years who are nearing the school selection 
test and are cither being crammed at school or goaded and worried by 
anxious parents. The remedy consists in discussion with the parents and 


teachers, if possible, and a general reorientation of their attitude to life 


DENTAL CAUSES 

Occasionally the cause is found in the mouth. There may be gross sepsis 
or, more often, owing to premature loss, gaps in the dentition, which pr 
vent the child from chewing his food properly. He has in fact indigestior 
ice of a dental surgeon should be sought, and a suitable easily 


diet pres¢ ribed 


UPPER RESPIRATORY INFECTION 

ld with chronic infection in the nose and throat may swallow 
infected sputum and so set up a gastritis. There is a history of ‘catarrh’ 
The presence of muco-pus at the back of the pharynx is an indication for 
investigation of the sinuses. Treatment directed at these may relieve the 
pain. This is not to say that all children with abdominal pain should have 
their tonsils removed. There is a condition known as non-specific mesenteric 
adenitis in which the tonsils are inflamed and the cervical glands become 
large and tender. The lymph glands in the abdomen are also inflamed 
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especially those near the appendix. This is an acute condition and does not 
cause chronic pain 

rHE CHEST AND SPINE 
Examination of the chest and spine should not be omitted, in case they are 
the site of some condition causing referred pain in the abdomen 


MECHANICAL DISORDERS OF THE BOWFI 

In the abdomen symptoms may be caused by various mechanical disorders 
of the bowel. A barium meal may be needed if the symptoms are severe and 
otherwise unexplained. It is important to make sure that the patient is 
examined in the head-down position while the barium is in the stomach 
This manceuvre is now standard radiological practice. It may reveal a Aiatus 
herma. Other conditions which may be demonstrated are obstruction by 
bands, adhesions, malrotation or volvulus. In these there is usually a history 
of the abdomen swelling or feeling blown out, accompanied by flatus, nausea 
or vomiting: as Phaire so delightfully puts it, “‘Colyke and rumblyng in the 
guttes’. If nothing is found it may be necessary to repeat the examination 
during an attack. After consultation with the radiologist and surgeon 
laparotomy may be considered advisable 

Obstructive lesions lower down the bowel are Hirschsprung’s disease and 
megacolon. These are accompanied by gross abdominal distension and can 
be demonstrated by x-rays. Hirschsprung’s disease shows a narrow terminal 
segment with dilatation above it. The modern treatment is surgical removal 
of the recto-sigmoid. Megacolon is more difficult. A cause may be found in a 
chronic fissure in ano, an old poliomyelitis, or mental deficiency. More often 
it is faulty training. Re-education may need to be arranged in hospital 
Chronic intussusception should not be missed (though it sometimes is). ‘The 
child wastes away and a sausage-shaped tumour is usually palpable through 
the abdominal wall. A barium enema confirms the diagnosis. A very few 


\ 


cases seem to be associated with an umbilical hernia. Whether the pain is 


severe enough for operation to be needed is a matter for consultation with a 


surgeon. Occasionally a dramatic cure may be obtained 


CHRONI( APPENDICITIS 
It is doubtful whether there is such a disease—-certainly in children. ‘The 
more carefully investigations are carried out the less often will the diagnosis 
be made 
TUBERCULOSIS AND BRUCELLOSIS 

There are two chronic infections which are of importance in country 
districts. They may also be seen in towns and cities as the aftermath of 
country holidays. These are tuberculosis and brucellosis 

Tuberculous mesenteric adenitis was well known to older generations of 
surgeons (Rendle Short, 1928), but has lately been forgotten, presumably 
because all the medical teaching centres are in large towns or cities where 
milk is pasteurized. The attack may be acute with vomiting, and may be 
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mistaken for acute appendicitis. More often it is chronic and recurrent. The 
pain doubles the child up and may make him cry. It is relieved by pressure 
or a hot-water bottle. Anorexia is common, and the child seems generally 
weary. A tuberculin test will help to establish the diagnosis. The abdomen 
should be x-rayed. In the early stages nothing may be seen. Later on, 
calcification appears in the glands. It is sometimes assumed that by this 
time everything has healed up and that the glands cannot be the cause of 
symptoms. This is not so (Sheldon, 1940; Franklin, 1952). Treatment with 
calciferol results in both a cure of the symptoms and an increase in the 
calcification (Wallis, 1955b). A reasonable and safe dose is 50,000 units of 
calciferol daily for six weeks. No untoward results have been observed with 
this dose. If there are any symptoms such as headache, anorexia or vomiting, 
a watch should be kept on the blood pressure and urine. 

Brucellosis. —This is probably fairly common in country districts (Barrett 
and Rickards, 1953). It is a baffling disease. The symptoms are legion, but 
among them are abdominal pain, anorexia, lassitude and sweating. Psycho- 
logical causes are sometimes invoked in explanation. I have myself done this 
once, only to be proved wrong later. The difficulty is that confirmatory tests 
are not always reliable. Blood culture is of doubtful value. The Widal 
agglutination test may be positive, but it cannot be too strongly emphasized 
that this test may be completely negative in undoubted cases of the disease. 
The brucellin skin test is more reliable. It is applied in the same way as the 
Mantoux intradermal test and has roughly the same significance. That is 
to say, if it is negative the patient is probably not suffering from the disease; 
but if it is positive he has at some time been infected and his symptoms may 
be caused by that infection. A leucocyte count may be of value. It shows a 
low total count with a neutropenia. Treatment with streptomycin and 
chlortetracycline will result in a cure in most cases. 

Tuberculous mesenteric adenitis is of course a notifiable disease, and it 
should always be notified so that the medical officer of health can trace the 
source and deal with it. Brucellosis is not at present notifiable, but it would 
seem advisable to inform the medical officer of health unofficially. These 
two diseases could be abolished if all milk given to children were pasteurized 


RECURRENT NEUTROPENIA 

This rare condition has been described in the United States (Reimann and 
de Berardinis, 1949) and in this country (Moncrieff, 1951). It is characterized 
by abdominal pain, pyrexia and neutropenia occurring at fairly regular 
intervals. Arthritis and enlargement of the spleen are sometimes seen also 
On looking through my notes of children seen two and three years ago 
with unexplained abdominal pain and pyrexia I found several who had low 
white blood counts, often with as few as 1,500 polymorphs per c.mm. 
Some of them had joint pains, and in several the spleen was palpable. In 
a few, agglutinations against Brucella abortus and melitensis had been made, 
and these were negative. I had classed these children tentatively as cases of 
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recurrent neutropenia. In the light of Barrett and Rickards’ article it now 
seems more likely that they were suffering from brucellosis, and that a skin 
test would have been useful. I inquired of their family practitioners about 
their progress, and found that they had all in fact recovered. I did not feel 
justified in recalling them for skin testing. It is interesting to note that the 
majority of them lived in the country, several in an area where brucellosis 
is known to occur. 
RENAL CONDITIONS 

Renal stone is a rarity in children. The pain is likely to be colicky, unilateral 
and travelling into the groin or testicle. Examination of the urine may show 
some red cells. A plain x-ray may show the stone, but intravenous pyelo- 
graphy will probably be needed. Chronic or recurrent pyelitis is a common 
cause of abdominal pain. It is associated with fever, vomiting and frequency 
Microscopic examination of the urine provides the diagnosis. Treatment 
with sulphonamides usually clears it up. If the condition recurs the pre- 
sence of some abnormality of the kidney should be suspected. An intra- 
venous pyelogram should be arranged, and possibly a retrograde pyelo- 
gram also. Some condition amenable to surgery may be found: hydro- 


nephrosis is perhaps the most common 


CONCLUSION 
4 solution can usually be found. A careful history should be taken, with 
especial reference to the milk supply and the family incidence of convulsive 
disorders. Examination should be directed not only to the abdomen but also 
to the nose, mouth, chest and spine. A tuberculin test should be applied 


The urine should be examined microscopically. X-rays may be indicated: a 
I} hould | i lly. X I licated 


plain film of the abdomen, a barium meal, a barium enema, intravenous and 


; 


retrograde pyelograms. Agglutinations for abortus and a brucellin skin test 
may help to elucidate some obscure cases. An electroencephalogram is 


indicated if no organic cause can be found and the disorder is paroxysmal 
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PHYSICAL DISABILITIES IN SPORTSMEN 


By H. J. C. J. L’ETANG, B.M., D.1.H. 
Medical Officer, North Thames Gas Board 


MEDICAL practice, particularly in recent years when few doctors escape 
duties concerned with pension or industrial compensation boards, is apt to 
induce in the observer an unduly gloomy view of the extent of disability 
resulting from physical injury. It is clear that the patients seen in this con- 
text are only a proportion of those who sustain similar injuries, and the 
critical mind will automatically suspect a bias in the sample. 

Partly in order to correct this clinical impression, and partly in order to 
have at hand the means of encouraging patients unduly depressed by some 


physical disability, some years ago I started to collect extracts from news- 


papers and sporting literature dealing with the disabilities of first-class 
sportsmen. They make such intriguing reading that I felt it might be of 
interest to review the more remarkable in a short article. 


rHE SPECIAL SENSE ORGANS 

Of the special senses, keen vision is essential for many ball games. Bad eye- 
ght need not prevent one from playing cricket if the defect can be corrected, 
among the ‘illustrious bespectacled’ are such Test batsmen as Arthur 
Richardson of Australia, P. G. H. Fender of England, and the three New 
Zealanders, Maloney, Kerr, and Hadlee. Also in this category are P. A 
b and R. A. Young, who, besides being useful batsmen, represented 
gland as wicket-keepers': *. From America comes news of a successful 
Monocular vision would handicap a batsman in judging distance and in 
depth perception, but there have been at least three one-eyed cricketers 
Admittedly, Nupen of South Africa was primarily a bowler’, but it is not 
commonly realized that Prince K. S. Ranjitsinhji falls into this category‘ 
He lost the sight of one eye in a shooting accident in 1915, and decided to 
play cricket again after the 1914-18 War, and actually hoped to write a book 
on one-eyed batting. For the purpose of this article it would be pleasant 


negro baseball player, George Crowe, who wears spectacles* 


to record his success, but alas, his performances were modest in the extreme, 
although age, increasing weight, and long absence from the game were im- 
portant adverse factors. W. H. Fryer (1829-1919), who played for Kent 
between 1852 and 1872, lost the sight of his right eye in 1862°. He continued 
to bat successfully, though he rarely kept wicket after the accident. 

Keen vision is not really necessary in football, although two English 
professional soccer players, Jack Livesey (Doncaster Rovers) and Hair 
(Newcastle and Grimsby), wear contact lenses*. In the Scotland v. France 
Rugby match of 1920, one Scottish forward and two French forwards were 
one-eyed, and Wemyss of Scotland and Lubin of France marked each 
other in the line outs’! 


May 1955. Vol. 174 (584) 
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Nor is keen vision necessary in boxers, and there have been occasions 
when boxers could hardly see their opponents. Sam Langford*, known as 
the ‘ Boston Tar Baby’, lost the sight of his left eve in 1917 when the vision 


of the right eye was minimal. He fought until 1924, when, after knocking an 


opponent down, he lost him, and wandered aimlessly round the ring. Harry 


Greb®, the ‘Pittsburg Windmill’, fought in a similar condition, and once 
when a fight was being arranged, asked his manager to bring the prospective 
opponent into the light so that he could see him! ‘The suggestion that Harry 
Greb (or any other boxer) could have fought with a glass eve has been 
ridiculed, but recently while Luther (Slugger) White. the coloured light 


weight, was being medically examined before a fight in San Francisco, one 
of his eves popped out of its socket on to the floor, to the msternation of 
the medical attendant!®! 
These feats are not so remarkable when one realizes that with increased 
training facilities, totally blind athletes can participate in games. Robert 
Allman" captained the University of Pennsylvania wrestling team in 1939 
and in 1942 Jack Twersky" won the New York City Metropolitan wrestling 
championship in the 121 pound class. Charles Boswell'', a blind golfer 
played 18 holes in 82 strokes at Highland Park, Birmingham, Alabama. His 
caddy indicated the le and the distance, and on the tee guided the head of 
the club against the ball. In 1931, Don Morgan, blind as a result of a fire- 
works explosion, stroked one of the Cornell crews and in 1952 John 
Sharp™ performed a similar feat in one of the Reading University crews 
Ihe increased social consciousness which has enabled the blind to live a 
fuller life, has performed a similar function for deaf mutes. Despite sensa- 
tional stories in the newspapers, there is really nothing remarkable in the 
performances of the negro boxer, Gene Hairstor who is a deat-mute 
Indeed, those who were forced to listen to the volley of chatter and abus« 


that flowed from the lips of boxers such as Jack Johnson, and Max Baer 
must at tumes have wished that they were similarly afflicted! An inability to 
appeal to the umpire would undoubtedly be a disadvantage at cricket, and 
it is said that E. H. Sweetland*®, who sometimes kept wicket for the M.C.¢ 

} 


completely lost his voice in these circumstance 


SKELETAL SYSTEM 
Among cricketers, bowlers normally possess a high degree of manual de 
terity, although Roche", an Australian who played for Middlesex at the 
turn of the century, is an exception. Two fingers were missing in his 
bowling hand, and the thumb was stiff. Another Australian, ‘Dainty 
Ironmonger™. **. '’, had lost the first joint of his index finger, which pre 
vented him spinning the ball in an orthodox manner. The only disadvantage 
was that his bowling action was often said to be unfair. Even illness may 
have its compensations Fleetwood-Smith’” was originally a right arm fast 
wler, but following an illness he noticed weakness in this arm. Con 


t how! wit! nis le arr’ : d rn tne st person to 
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bow! the left arm. ‘googly’ or ‘chinaman’, he was the first to use it as a stock 
ball in a Test Match. It should be noted that all the three bowlers named 
are Australians. 

The present American open golf champion, Ed. Furgol, broke his left 
arm in childhood. The fracture did not heal properly, and the left arm is 
crooked and wasted. To balance his swing Furgol has to keep his right arm 
bent, but despite this he outhit many of the other golfers in the field®*. The 


annual one-armed golfers competition is a reminder of what these amputees 
can accomplish. Many must remember Redl, the one-armed Austrian 
tennis player who played at Wimbledon just after the 1939-45 War: his 
skill was as remarkable as that of the one-armed American baseball player, 
Pete Gray®®, who hit a home run over a 20 foot fence, 330 feet from the 


home plate. 

A list of sportsmen with disorders of the lower extremity makes impressive 
reading. Harry Lee*’, the Middlesex cricketer, was wounded at Neuve 
Chapelle in 1915, with the result that there was muscular wasting and 
shortening of the leg. Peter Howard™, the English Rugby forward, states 
that he has been lame since birth, his left leg being no thicker than his wrist, 
with inability to point the toe. Harry Legge*, a successful professional 
boxer, has a withered leg. T. Gray ™, fly-half and full back for Northampton 
and Scotland, was wounded in the leg in the 1939-45 War, and has one 
football boot built up to compensate for shortening. Glen Cunningham™, 
the American mile champion, suffered severe burns of the legs in child- 
hood; and finally, the tennis player, Doris Hart®™, suffered leg trouble in 
childhood, variously attributed to poliomyelitis and injury. This has affected 
her speed around the court, which may account for her failure to attain the 
highest honour. 

Poliomyelitis is becoming increasingly common, and causes great distress 
to parents who are naturally concerned over the future of the affected 
children. They may find comfort in the case of Walter Davis of Texas™ 
who suffered this disease at the age of eight years. At the age of 21 years he 
became the high jump champion, clearing 6 feet 114 inches. Tenley 
Albright® had poliomyelitis at the age of 11, and afterwards was encouraged 
to strengthen her muscles by skating. At the age of 17 years, she became the 
first American girl to win the world figure skating championship. 

One-legged people almost outrival the one-armed in their adaptations. 
Johannes de Villiers®® lost his right leg in childhood, but high-jumped 
5 feet 7 inches in his first competition. Alan Burrough’*, the rowing blue, 
had his right leg blown off below the knée in the North African campaign, 
but was elected Captain of Thames Rowing Club in 1946 and rowed in 
the Stewards IV and the Grand VIII. It is interesting that sportsmen in 
this category attempt mountain climbing, one of the most hazardous of 
sports. Geoffry Winthrop Young® lost a leg in the 1914-18 War, but 
climbed the Matterhorn in 1928, and in his 6oth year climbed the Zinal 
Rothorn. Not to be outdone, Decio Molognoni®’, who lost a leg in the 
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1939-45 War, also climbed the Matterhorn in 1952. Douglas Bader, who 
represented the R.A.F. on the rugger field on many occasions, lost both 
legs in air crashes. Subsequently, during the 1939-45 War, he became 
well known as the legless flying ace and also achieved a golf handicap of four 


VERTEBRAL INJURIES AND DISC LESIONS 

These are now more commonly diagnosed, and do not carry the gloomy 
prognosis they once did. Whether one should allow Rugby footballers who 
have suffered injuries in the cervical region, to play again in the front row 
of the scrum is debatable, although J. H. Steeds** and J. L. Baume®® of 
England did so, without apparent ill-effect. A. C. Keevy*® of East Trans- 
vaal broke a small bone in his neck in 1948, and was treated in a plaster 
collar. The only consequence was that he played in the 1949 South African 
Trials with a beard, as he had been unable to shave. McKee of Ireland*® 
suffered a ruptured intervertebral disc in 1949, and retired from Rugby 
football. While on holiday in the autumn of 1951 he played in a village game, 
and as he suffered no ill-effects, he carried on, representing Ireland against 
South Africa a few months later. J. V. Smith™ fractured a vertebra after 
a parachute jump in the 1939-45 War, and subsequently played Rugby for 
England. 


MULTIPLE INJURIES 
If an individual were involved in an accident and suffered a crushed pelvis, 
a fracture of the left leg, crushed shoulder and a broken ankle, with a 
pulmonary embolus as an early complication, the prognosis would be 


guarded. The American golfer, Ben Hogan*: ™, suffered these injuries on 
February 2, 1949, but he entered for the Los Angeles Open Championship 


in January, 1950, and with rounds of 73, 69, 69, 69, tied with Snead, only 


to lose the play off. In the summer of the same year, however, he won the 
American Open Championship. 


SYSTEMIC DISORDERS 

It would be surprising if these were common among top-class sportsmen, 
but one is struck by the fact that three contemporary tennis players of 
Wimbledon class suffer from diabetes. William Talbert™ and Hamilton 
Richardson™ both come from America, and the latter has observed that if 
he plays in the morning he is more likely to get hypoglycemic attacks. The 
third player is Lennart Bergelin™ of Sweden, whose diabetes can be con- 
trolled by diet alone 

Asymptomatic valvular lesions of the heart are probably not uncommon 
In 1948, Jokl®* quoted the case of the South African champion Marathon 
runner who had mitral and aortic disease due to rheumatic fever (and a 
previous history of rickets, scarlet fever, malaria, bilharzia, and inguinal 
hernia). Abrahams mentions a magnificent sprinter with a much enlarged 
left ventricle, the consequence of aortic regurgitation, and ‘the best middle 
distance runner of his generation’ who had mitral disease 
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It would be unusual to find neurological disorders among first-class 
sportsmen, and it is possible to measure the spread of the motor neurone 
disease which affected the American baseball player, Lou Gehrig, by the 
gradual fall in his batting average. Jokl*’ mentions a girl of 19 with myas- 
thenia gravis which responded so well to prostigmine that she represented 
her country at hockey. 

CONCLUSION 
Such are the disabilities that have failed to defeat international sportsmen 
Their achievement, of course, is the outcome of a personal outlook on their 


handicap which we would do well to encourage amongst our patients. Both 


they, and the community, would gain. 


I am grateful to Hylton Cleaver, A. W. T. Longford, Howard Marshall, Ray 
Robinson, E. W. Wilson and Peter Wilson for help in the preparation of this 
article 
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DAVID SAMWELL (1751-1798) 


A MAN OF PARTS 


By J. G. PENRHYN JONES, M.D., M.R.C.P., D.C.H. 


Senior Medical Registrar, Aintree Hospital, Liverpool 


[He last voyage of Captain Cook began at Plymouth in June 1776, its 
object being to explore the North-West Passage from the Pacific. The two 
ships under his command, the ‘Resolution’ and the ‘Discovery’, probed 


through the Behring Straits to a latitude of 71° N., but pack ice prevented 


further progress and the ships returned to the Hawaiian group of islands 
in 1779. The master of the ‘Resolution’ (later notorious as Bligh of the 
‘Bounty’) reconnoitred a shallow inlet on the west of Hawaii, and in that 
Kealakekua Bay the ships’ companies prepared to spend the rest of the 
winter, to repair the ravages of the voyage and to enjoy the boundless 
hospitality of the island inhabitants. A month later, however, they started 


Sew?" 
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1 David Samy Surgeon of the Royal Navy. (From a copy of a portrait engraved 
in Paris in 1798—by permission of the British Museum and the National Library 


of Wales 


out again to make a survey of Pacific islands with the intention of sub- 
sequently proceeding northwards in another attempt on the Passage. On 
February 7, violent gales so damaged the ‘Resolution’s’ foremast that they 
were obliged to return to the anchorage they had left less than a week 
previously, This time the native reception was less enthusiastic. 
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David Samwell (fig. 1), who was surgeon to the ‘Discovery’, noted in his 
manuscript journal (fig. 2): 


‘It is three years today since the ships were put in commission and we can as 
yet but say that the voyage may be ab’t half out. However we are all in good health 
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Fic. 2.—A facsimile of the first page of Samwell’s manuscript journal kept during 
By 


voyage with Captain Cook. The silhouette is presumed to be a self-portrait 
permission of the National Library of Wales.) 


and spirits. We have lost only three men by sickness and as many by accident in 
the two ships. And tho’ we have still a long prospect before us and an arduous 
undertaking in hand, yet when we consider the Man who is to lead us through 
we all agree that 


it 
it 


Nil desperandum 
Teucro Duce et Auspice Teucro’. 


THE MURDER OF CAPTAIN COOK 
On February 14, standing on the deck of the ‘Discovery’, Samwell saw 
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through a telescope the murder of his captain. Cook had gone ashore to 
settle a quarrel between the islanders and his men when he was fatally 
struck with a club by one of the natives and his body quickly and violently 
mutilated. Samwell’s eye-witness account of this famous tragedy is one of 
several. It is, however, one of the best written and reads in a convincing 
way, the whole incident being described in detail. The official record of 
Captain James King is coloured to give the most favourable light to his own 
connexion, although he actually saw nothing of the affair. The evidence of 
David Samwell was published first in the ‘Biographica Britannica’ and 
later, separately, under the title ‘A Narrative of the Death of Captain 
James Cook . . . and observations respecting the Introduction of the Venereal 
Disease into the Sandwich Islands’ (1786). Andrew Kippis, in his biography 
of Cook published in 1788, speaks of Samwell’s evidence as ‘the most 
complete and authentic account of the melancholy catastrophe’ which befell 
Cook. 

After an absence of over four years the two ships returned to England in 
October 1780. Samwell, who had embarked as a surgeon’s mate in the 
‘Resolution’, returned as naval surgeon in the ‘Discovery’. He had been 


promoted en voyage to replace Cook’s beloved and gifted surgeon, William 
Anderson, who had died of phthisis off the Alaskan coast. Samwell re- 
mained in the service of the Navy and was surgeon at intervals to six more 
ships of the line until 1796. But he had other interests apart from the sea 


EARLY DAYS 
David Samwell (or Samuel) was born at Nantglyn, a village in Denbigh- 
shire, on October 15, 1751, the son of William Samuel, the vicar. His grand- 
father, Edward Samuel, also a cleric, was a well-known Welshman of letters, 
scholar, translator, author of standard theological works, renowned for his 
elegant prose style. 

Samwell was probably educated at Ruthin School, where he became 
acquainted with Latin, English and Welsh literature. He took a copy of 
Horace, his favourite author, with him on his first voyage. This he later 
presented to his friend Walter Davies (the bard Gwallter Mechain) and this 
copy, now in the National Library of Wales, is inscribed in Samwell’s 
hand ‘Greenland 1771’. He was then twenty and it was on board ship that 
he received his medical education. The Surgeons’ Hall conducted examina- 
tions instituted especially for the Navy and which were quite apart from 
those concerned with civil practice. in October 1775, Samwell presented 
himself before the Court of Examiners of the Royal College of Surgeons and 
was found qualified for service in the Navy as Medical Officer, with the 
rank of second mate, third grade. This meant that he was not yet fully 
qualified, but was entitled to act as assistant to the surgeon of the ship 
His further promotion rested with the captain, the exigencies of the voyage 
and his experience, or more formally at further examination. A friend of 
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his, Robert Davies of Mold in Flintshire, received the same rank at the 
examinations in March 1776. Both joined Cook’s last expedition and were 
messmates in the ‘Resolution’ until Samwell’s promotion. Davies was then 
appointed first mate to Law, the surgeon in the ‘Resolution’. 


THE SOCIETY OF LONDON WELSHMEN 
David Samwell was a founder member, in 1770, of the society of London 
Welshmen, known as the Gwyneddigion (men of Gwynedd, the ancient 
kingdom of north-west Wales). Lawyers, merchants, taverners and others 
met initially in this society for convivial reasons, but their interests later 
became historical and literary. Most of the members were political radicals 
and some of them later turned republican under the influence of the 
American and French revolutions and the writings of Tom Paine. (Similar 
societies, such as the ‘Supporters of the Bill of Rights’ and the ‘London 
Association’ were also active about the same time.) Towards the end of the 
century rabid pamphleteers brought the Gwyneddigion to disrepute, but 
Samwell remained a member all his life, although disagreeing with the 


latter political trend. 


He wrote to Walter Davies from the ship ‘Marlborough’ in 1793: ‘I thought 
last [letter] I espied a sort of Aberration from the direct road of Liberty 
ywwards the crooked paths of despotism , and to the same correspondent 
1797, London politics engross much of the attention of your Friends 
ybserving the [? paper] rising above par or too high and dangerous a pitch I| have 
altered my [? ideas] lately and the violent Patriots call me an Aristocrat 


REVIVAL OF THE NATIONAL EISTEDDFOD 

One of the main contributions of the Gwyneddigion to Welsh life and letters 
was the encouragement and virtual revival of the ancient Eisteddiod. The 
present-day National Eisteddfod received its initial impetus when an 
exciseman in 1789 obtained the backing of the society for a competitive 
meeting of the bards and musicians based on a traditional custom. Samwell 
wrote an account of this and of subsequent meetings for the English press 
For the chief bardic contest of that first Eisteddfod three entries were 
decidedly excellent and after much discussion Walter Davies was eventually 
given the palm. Samwell himself supported the work of one Thomas 
Edwards and was so incensed at the verdict that he challenged one of 
Davies’ protagonists to a duel, but it all ended harmlessly. In his book on 
the history of the Gwyneddigion, published in 1831, Leathart wrote of 
Samwell on another occasion 


‘He was a clever, whimsical genius, a good if not inelegant poet In temper he 
was extremely irritable, but one of those hearty fellows we expect a sailor to have 
been fifty or sixty years ago. A quarrel having taken place between him and Edward 
Jones, he challenged the latter, and departed one morning with Iolo Morganwg as 
his second from the house of Dr. Owen Pughe at Pentonville, but not meeting his 





DAVID SAMWELI ‘ SO 


foe, marched off in battle array to his |foe’s| chambers in the npl oO msteac 
of giving the satisfaction sought, thrust the Doctor downstairs 

lolo Morganwg, a literary stonemason from Glamorgan and one of the 
Gwyneddigion, was undoubtedly the most erudite man of his day in Welsh 
history and antiquities. But the romantic atmosphere of the time, coupled 
with his own perverse personality, led him to fabricate a wealth of ancient 
Welsh texts and he eventually evolved a ceremonial of a Druidic ritual, 
mythical and fantastic, but which to this day survives as an important 
adjunct to the National Eisteddfod. The first ritualistic Gorsedd or Congress 
of the Bards of Britain met on Primrose Hill on September 22, 1792. David 
Samwell officiated as Presiding Bard in the order of Primitives, and he read 
his ode, in English, on the Bardic Discipline. His bardic name was Dafydd 
Ddu Feddyg (Dark David the Doctor) 


THI POET 
Many of Samwell’s English poems were published in the Gentleman's 


Vagazine, some being laments for dead friends, others scurrilous and 


rumbustious, such as the one he wrote in a storm on a man-of-war on 


Christmas Eve 1794, in latitude 63° N., one verse being 


Ye hags, in Lapland caves wh« 
And boast propitious gales to s« 


lo seamen for their rict 


es 
Give us a wind for England fit 
We'll give you drafts on Bil 


y e sac rile gious 


He visited the grave of Laurence Sterne in 1791 and subsequently wrote 
a restrained and poignant poem about the occasion, and some of his other 
work that exists only in manuscript or in the letters to his friends reveals 


that this impetuous sailor could fashion shades of feeling to suit the taste of 
the eighteenth-century salon as well as that of the coffee-hous« 

When he wrote Welsh poetry he used the traditional metres and was 
expert in the systematized alliterations of the strict classical cynghanedd 


He used this occasionally to write Latin verses and sometimes in English, 


ich as 


ec, | bid ve, the bs 


I 
B 


e wise to salvatior 
Sun of peace, O shine up 
Dhe 


! rising Generator 


Towards the end of the century Welsh scholars, encouraged by the 
Gwyneddigion, had begun to collect and edit the works of Welsh mediazval 
poets and David Samwell took an active part in this literary revival. His 
help is acknowledged by the editors of the important collection of the poems 
of Dafydd ap Gwilym, the foremost of those poets of the Princes. Samwell 
himself made an individual research into the poetry of Huw Morus, the 


century Welsh poet, an account of which he subsequently published 
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THE PADOUCA INDIANS 

The problem of the Padouca Indians arose in 1791. An interesting legend 
had gained currency that some Indians living on the banks of the Missouri 
were really descendants of a 12th century Welsh prince who, it was said, 
had discovered America long before Columbus. The prince was Madog 
and the Indians Madawgwys or Padoucas. In May of that year Samwell, a 
strong exponent of this fable, took part in a public debate on the matter, 
and was opposed by Lord Lyttleton and Dr. William Robertson. He 
enlisted the aid of one General Bowles, to whom he refers in a letter: 
‘General Bowles describes them as very numerous and the most war-like 
nation on the American continent . . . They have books among them, tho’ 
they can’t read them They keep unmixed in general, are different in 
complexion from the aboriginal inhabitants and many of them have red 
hair’. He wrote a long ballad on this theme, which was published, after his 
death, in the Commercial and Agricultural Magazine in 1799. 


THE LATTER YEARS 
He spent the last year of his life as surgeon to the British prisoners-of-war 
in Paris. Writing to a friend in March 1798 from Versailles, where he lived, 
he stated that he was allowed to come and go as he pleased, and that he 
wore the national revolutionary cockade like every one else. “The Palace 
surpasses anything of its kind I ever saw’, he wrote, and that he was ‘walking 
till he could walk no more and staring at everything like a stuck pig’ 

He returned to London in September of that year and died two months 
later. He was buried, on December 2, in Fleet Street Churchyard and his 
bardic friends commemorated his death in a number of epitaphs and 
eulogies 

It is likely that drink and laudanum hastened his death at the age of 47, 
but it was in the fashion of the day. And it was a fitting end to the crowded 
life of this fiery little Welshman, irascible surgeon-sailor and man of action, 


and yet of no mean sensibility 


I wish to thank Mr. Melville Richards and Dr. Robert Coope for their kind 


advice 
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PROPANTHELINE (‘ PRO-BANTHINE’) IN THE 
TREATMENT OF SPASMODIC DYSMENORRHCA 


By VINCENT AINSWORTH, M.B., B.S 
Rotherham 


SpasMopic dysmenorrheea is such a common condition in general practice, 
and the response to treatment so disappointing, that I feel it would be of 
interest to record the satisfactory results which | have obtained from the 
use of propantheline (‘pro-banthine’) in this condition 


PHARMACOLOGY 
‘Pro-banthine’, the approved name of which is propantheline, has the 
chemical formula: -Dusopropylaminoethyl xanthene-g-carboxylate metho- 
bromide. It is an anticholinergic agent which blocks the action of acetylcho- 
line at the ganglia and the effector site of the parasympathetic, and reduces 
sympathetic activity by blocking acetylcholine at the sympathetic pre- 
ganglionic fibre. When given in the prescribed amount it does not produce 


the peripheral side-effects of atropine 


CLINICAL MATERIAL AND DOSAGI 
Over a period of eight months I have investigated the effect of propan- 
theline in 36 cases of spasmodic dysmenorrhea. ‘These represented a cross- 
section of the patients with dysmenorrhcea, with respect to age, obstetric 
history and psychological make-up. Approximately two-thirds of them had 
previously received various forms of treatment, ranging from the administra- 
tion of codeine and phenobarbitone to hormonal therapy—all without avail 


The usual routine of treatment was to give an initial dose of 45 mg 


preferably on the night before the period was due to begin, a procedure 


which is possible in those women with prodromal symptoms. The following 
day, I gave three 15-mg. doses, with an additional 30 mg. at night. In most 
cases this was usually all that was required, but occasionally treatment had 
to be continued for another day or two. Incidentally, in these days when so 
much attention is-being given to the nation’s drug bill, it is of interest to 
note that the cost per patient per month was 3s. 7d. (The cost of a small 
pack of 40 x 15-mg. tablets is 18s., and the usual number of tablets required 
per patient was eight.) This is small when compared with the price of 
hormonal therapy 
RESULTS 

Of the 36 patients in my series, all but two obtained complete relief of 
symptoms. The following three case histories are typical of the response 
obtained in the more severe cases 
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Mrs. A., a married woman aged 37, with two children, had had dysmenorrhea 


since adolescence, of such severity that it compelled her to take to bed. Sedatives and 
analgesics, such as phenobarbitone and codeine, proved useless. Sufficient relief 
was obtained from ‘menovo’ to allow her to continue at work, but after treatment 
with propantheline she reported complete relief 

Miss B., a shop assistant, complained of typical first-day pains each month 
These were severe enough to compel her to return home from work. Since taking 
propantheline she has had no further trouble 

Mrs. C., aged 32, had been married for eight years and was desperately keen t 
have a baby. This ruled out hormonal therapy. She complained that her life was a 
misery for two or three days each month. She responded badly to sedatives and 
analgesics, but reported complete relief from propantheline 


The only side-effect I noted was mild thirst in one patient 

The objective in treating dysmenorrheea should be prevention, and this 
was achieved with propantheline in those patients with prodromal symp- 
toms, but it was equally effective in those patients in whom the pain had 
already begun. ‘This relief is obtained without ‘doping’ the patient and with- 


out upsetting the normal menstrual physiology. | believe that the effective- 


ness of propantheline therapy is due to the fact that it elimi 1e root 


cause of spasmodic dysmenorrhcea: disorganized autonomi 


PROPANTHELINE IN LABOUR 
During the course of this investigation I have often wor 


propantheline might not be of value in easing labour pains. It is known that 


methantheline (‘banthine’), a closely associated drug, relieves the pain of 
renal colic within a few minutes but allows the musculature of the ureter to 
contract sufficiently to pass a calculus should one be present. If a comparable 
action could be cbtained in labour, the patient would be relatively free from 
pain, yet fully in possession of her faculties, as propantheline has no hypnotic 
effect. Should such be the case, the action of propantheline would be com- 
parable to that of caudal block. ‘Two possible risks immediately sugg 
themselves. In the first place, would the action of the drug « 
sympathetic system result in uterine inertia? ‘This seems unlikely 


the fact that a patient with complete transection of the cord, thus « 


itting 
off the sacral outflow from above, can have a relatively normal labour 
Further, caudal block does not cause inertia. Secondly, would ergometrine 
be effective after the administration of propantheline? There is no theoretical 
reason why it should not, as ergot alkaloids act as inhibitors of the sym- 
pathetic effectors whilst propantheline produces partial inhibition by its 
action on the preganglionic fibre. Finally, there should be no risk to the baby 
as the recommended dose for new-born infants is no greater than the maxi- 
mal concentration to which he would be exposed should the mother be 
given the usual recommended dosage for adults. 

In other words, propantheline might well be effective in producing pain- 
less labour, without impairing uterine function or producing drowsiness, 


and without danger to the baby 
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SUMMARY 
In a series of 36 patients with spasmodic dysmenorrhaa, propantheline 
pro-banthine’) gave complete relief in all but tw 


lhe results with propantheline are better than with an tther form of 


Chere is no danger of drug resistance developing 
Che hypothesis is advanced that propantheline may be of value in re 
ducing the severity of labour pains without interfering in any way with 


uterine function and without risk to the baby 


A CASE OF INDIGENOUS AMCBIC HEPATITIS 


J]. G. COONEY, M.B., Cu.B 
AND 
G. 5. DAMMS, M.B., Cu.B 
Sheffield 


IN 1952, Morton and his colleagues (Brit. med. 7., 1952, ii, 114), in recording 
an outbreak of indigenous amebiasis on an R.A.F. Station, noted that 
Laidlaw (1918), when particularly looking for them, found three cases of 
ameebiasis at necropsy at Guy’s Hospital in one year; none of these persons 


| ad been overseas, and none ot these cases had beer diagnosed lurit o life 


We thought the following case to be worth reporting, because we could 
find no other report of such a case being diagnosed by ordinary clinical 
methods 

CASE HISTORY 
an aged 64 years complained of 
epigastrium radiating to the lower 
several occasions during this time 
she looked very ill; she was pale 
slight mmcrease of venous pressure in 
and palpable lymph glands in her right ax: 
Hg. A soft systolic apical bruit was heard 
both lungs. The spleen was t palpable 


‘ that 


ndings were ata 


! 
ver was eniaryed 


se of investigations, whi ncluded rium enema 
oplasm of the cecum, with metastases 
s period the patient had several ngors with a high temperat It was 
in all probability these additional signs were d O seve inflam 
d the ‘growt! 


ng experience me of us (j.4,5.4 


high temperature and neoplasm of in ‘ w the patient 
"n° 
] 


ill. The diurnal temperature was 1¢ : und the rigors 

in number and severity A revision of the diagnosis was indicated 

perience, one of us V.G35.D suggested that the condition might 

ic hepatitis \ specimen of the stools. which were loose and con 
‘ 


sent to the local health laboratory put r arrerba were ft na 
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This was attributed to the fact that the specimen was ‘cold’ when the test was 


carried out 

By this time the patient was too ill for further delay, so a course of injections of 
emetine hydrochloride, 1 grain (60 mg.), was started. The results were dramatic 
The temperature became normal, the rigors ceased and in due course the mass dis- 
appeared from the right iliac fossa. When seven injections had been given she 
developed cardiac asthma with a feeble pulse. Injections were stopped at this sign 


of overdosage 
She had no further abdominal symptoms from that day, until she died three 


years later of a carcinoma of the cervix. In the meantime she was well and did her 
normal chores. She did, however, have tingling of the right arm, with increasing 
weakness of the hand and wasting of the small muscles. This was considered to be 
the result of a toxic neuritis caused by the emetine. Incidentally, the injections had 
been given in the legs. Some months later her arm was much better, and the strength 
returned to a large extent, but never completely 


SUMMARY 
The case history and treatment of a woman with ameebic hepatitis are 


described. She had never been out of England 


A DESK FOR THE SURGERY 


By C. S. THOMSON, M.B., Cu.B., D.P.H 
Vattishall, Norfolk 


THE sound of waves beating on the shore makes one marvel that in this 
atomic and Jet age the power of the sea remains unharnessed. The sight of 
a crowd wearily awaiting the homeward train makes one wonder how much 


energy is needlessly expended and how much wear and tear sustained by 


the circulatory system which could be avoided if only people would sit down 
when they could. Yet are we doctors any wiser? How many of our journeys 
within our surgeries are really necessary? ‘Take the filing of medical record 
cards for example. Not all of us have a secretary or dispenser to hand the 
card to us or pass it through the hatch. How many of us get up from an 
armless, non-revolving chair, walk across the room, pull out a drawer, ex- 
tract the card, take it back to the desk and repeat this journey when the 
patient leaves? For those who indulge in such unnecessary peregrinations, 
it may be of interest to describe a method whereby it is not necessary to 
leave your seat at the desk, open and shut drawers, or employ expensive and 


space-occupying filing cabinets (fig. 1,2) 


HOW IT I8 DONE 
Buy an old knee-hole desk, remove its pigeon-hole superstructure and 
drawers; then saw lengthways down the flat surface so left, leaving a width 
of about 1 foot 2 inches for writing surface and telephone. Remove the rear 
portion carefully, in one piece. Take enough wood from the top edges of the 
two inner cross-members now seen running across the cavity to enable you to 
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put in a tongued and grooved floor of wood (# of an inch thick and 4 inches 
wide) 8} inches below the writing surface—your cards will stand on this 
floor. (If you have Scots patients make the floor g} inches deep, as their 


I ig I The desk closed 


medieal record cards are an inch longer). Close in the remaining side wall 
of the cavity in the same way, after cutting slots in it and in the back of the 
desk opposite, to hold wooden slats 5} inches apart, each slat about 5 inches 
high. These slats can also be made of the ‘tongued and grooved’ wood used 
for the floor and sidewall. This will give about ten compartments for your 
records, each holding approximately 200 cards 

Now replace the ‘lid’, attaching it to the back of the desk by two large, 
concealed hinges. If you are one of those lucky people who can always find 
their keys, you can add a lock. To save the surgery wall behind, screw in two 
little rubber stops, one at each end of the top of the lid, near its front edge 
Before replacing the desk drawers, the upper ones will need to be shortened 

what 
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Put in the record cards, in alphabetical order, males and females separately 
If you can get a quantity of old x-ray sheets—not easy nowadays—-cut them 
the same width and half an inch taller than your cards and mark three- 





Fig : The desk—opet 


letter indices, with white ink, on their upper edges. Finally, when the lid is 


open, attach to its underside such data as you may wish to know quickly, 


¢.g. concerning consultants, district nurses, hospital clinics, ambulance and 
car services, children’s heights and weights, and quarantine periods—to list 
my own 

You now have something which will save you hours of wasted energy 


every year 


My thanks are due to my carpenter, Mr. Reavey, for carrying out my wishes 
There were times during the reconstruction, five years ago, when he shook his head 
sadly at my wife, but when it was finished he was as pleased as I was with the result 
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THE DIAGNOSIS AND NOSOLOGY OF MINOR MALADIES 
THose taking part in the Morbidity Survey will find themselves confronted 
with many difficulties. Perhaps the greatest of these is in the nomenclature 
of the minor complaints which occupy the greater part of the general 
practitioner's working day, for few serious efforts have previously been 
made to arrive at any standard terminology for these maladies 

It is ironical, but understandable, that the International Nomenclature of 
Diseases was designed primarily for the recording of causes of death. As 
might be expected, the first serious attempt to draw up a systematic scheme 
of nomenclature was made by Linnzus, who published his ‘Genera mor- 
borum’ in 1763'. The years which followed were those of the great encyclo 
paedists, and in medicine were marked by a spate of works on classification 
most of which are now forgotten. The ‘Nosologia Methodia’ of Francois 
Bossier de la Croix de Sauvages, published in 1768, is said by Garrison ‘to 
illustrate the taxonomic mania in a most ludicrous way. Sauvages en 
deavoured to classify diseases as if they were specimens in natural history, 
subdividing them into ten classes, with as many as two hundred and 
ninety-five genera and two thousand four hundred species ”* In 1709 
William Cullen published a short pamphlet, the ‘Synopsis Nosologia 
Methodice’, which similarly arranged diseases according to their symptoms, 
into classes, orders, genera and species. Thirty-four varieties of chronic 
rheumatism were differentiated and gout was included among the neur- 
oses*: *. Erasmus Darwin in his ‘Zoonomia’, or the ‘Laws of Organic Life’ 
(1794), gives a ‘Catalogue of diseases distributed into natural classes, 
according to their proximate causes with their subsequent orders, genera 
and species’. This may be held to be an advance on both the anatomical 
syster. of Linnawus and the symptomatology of Cullen. In this country 


however, it was the ‘Nosology’ of Cullen which gained general recognition 


and, from the date of its publication in 1785, until the establishment of civil 


registration in 1837, it was in general use in the public services William 
Farr, in his letter to the Registrar General, published in the Registrar 
General's First Annual Report, wrote The advantages of a uniform 
statistical nomenclature, however imperfect, are so obvious that it is sur 

prising no attention has been paid to its enforcement in Bills of Mortality 

Each disease has in many instances been denoted by three or four terms, and 
each term has been applied to as many different diseases ; vague, inconvenient 
names have been employed, or complications have been registered instead 
of primary diseases’. He concluded with words which are as important to us 
today in the carrying out of any survey of morbidity, as they were when they 
were written a hundred and fifteen years ago: “The nomenclature is of a 
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much importance in this department of inquiry as weights and measures in 
the physical sciences, and should be settled without delay’. So far as possible 
Farr arranged the diseases by their anatomical sites, and his system formed 
the basis of “The Nomenclature of Diseases’, published by the Royal College 
of Physicians in 1859, and, with slight modifications to meet the advance in 
sciences, the list was used in the Registrar General’s Annual Report until 
1881°. Useful as these indexes are, we cannot expect that they will give us 
much help in our classification of non-fatal illness 

When we turn to the standard textbooks, we find equally little guidance. 
These are for the most part written by men who, by virtue of their special 
interests and appointments, and through no fault of their own, rarely see the 
lesser ills with which their frail neighbours are so generously afflicted. 

In general practice, with as yet few clear definitions to guide us, we have 
still to depend on custom and tradition for the terms that we use. Thus 
when we write ‘fibrositis’ or ‘myocarditis’ on a record card it gives us, who 
make the note, an idea of what our patient is suffering from, but to any 
other person looking at the card, the words may have quite a different 
connotation. Sometimes we cannot even go as far as this with our diagnosis 
How often indeed, after we have carefully examined a patient, are we con- 
fronted with the question: ‘Is it a chill, doctor?’ and how often have we, in 
all humility, to answer: “Yes; a chill!’ But a ‘chill’ by many another name 
would feel the same and respond as adequately to the healing force of nature 
Our patient knows just what he means by a chill and he at least is satisfied 
He goes away assured that his loss of appetite, his nausea, his feeling of 
coldness, and his desire to hide away and sleep, are merely a deviation from 
health which, with the help of a slight prod from his doctor, will rapidly 
improve. Although in some cases the ‘chill’ has become aggrandized into 
such conditions as ‘winter vomiting’, ‘summer diarrhcea’ and ‘epidemic 
vertigo’, there still remains a large number of cases in which no underlying 
pathology can be discovered, and is not the layman near the mark when he 
thinks of his condition as only a variation from his normal health? 

\ nomenclature which is based upon morbid anatomy, or on the presence 
of infecting organisms, finds little place in the daily records of a general 
practice. The psychiatrists have, in their special field, met this same prob- 
lem. Twenty or so years ago they were content with a classification of 
definite hard-and-fast syndromes—manic-depressive psychosis, melancholia, 
schizophrenia were all clearly defined entities. It was soon realized that 
many of their patients would not readily fit into any of the boxes prepared 
for their reception. The 1939-45 War, amongst its other services to medicine, 
brought to the psychiatrist numberless patients who, while being sick in 
mind, could by no stretch of imagination be classed as mentally diseased. 
For the purposes of description and ‘medical boarding’, a new nosology for 
psychiatry had to be evolved. By drawing on the major symptoms of the 
patient, and using terms denoting broad mental states and attitudes of 
mind—by adding thereto sufficient descriptive terms to give a word- 
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picture of the sufferer—the problem was satisfactorily, if clumsily, solved 
We read of the ‘anxiety state with hysterical tendencies’, the ‘hysteria with 
schizoid phases’, and more briefly of the ‘anxiety state, abdominal’ or the 
‘anxiety state, cardiac’. Might not we general practitioners, also, accept the 
fact that health is a state in which variations from the normal or average 
may occur without disease necessarily being present’ 

This is just an example of one way in which these problems could be met 
there are many others. It must be obvious to most people, that a completely 
new approach to the nosology of the minor maladies met with in general 
practice is long overdue. The College has already been consulted by the com- 
mittee of the World Health Organization responsible for the preparation of 
the new edition of the ‘Nomenclature of Diseases’, but the Council felt at 
the time that the College was not ready to contribute any useful comments 
in the preparation of the present edition. The problem must be tackled, 
however, and the morbidity survey is underlining the need for some clear 
thinking on it 

As a first step it might be useful if practitioners in various parts of the 
country were to write concise histories of some of these cases of malaise and 
then indicate what they consider the diagnosis to be and why. Certainly as an 
exercise in ‘brain dusting’—to use a phrase dignified by Osler—it might 
be well worth while. The Editor invites suggestions and correspondence on 
this problem 
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CLINICAL NOTES 

OTITIS MEDIA AS A COMPLICATION OF MEASLES AND RUBELLA (Dr. P. O’Brien 
Warrington) 
When taking the history in a case of chronic otitis, it is interesting to note 


; 


how often an attack of measles in childhood is alleged to have been the 
cause. Unfortunately, the history of childhood ailments its seldom as clear 


as we should like, and some authorities seem to doubt the connexion between 


; 


measles and chronic otitis; hence the present observations on a series of $1 


cases seen in a Lancashire industrial practice may be of some interest 


All the cases included in this survey occurred between the beginning of 


; / 


February and mid-April 1952 he epidemic started before the end of 


November 1951, but as the earlier cases were not studied in the same detail 
they are not included here. In all the cases under discussion, both ears were 
examined when the rash first appeared, and again when it had faded. In the 
cases in which the drum was red further examinations were made until the 


condition had resolved. Among the s1 cases mentioned, there were seven 





604 THE PRACTITIONER 


with rubella, all the others had measles. In the latter group of 44 cases 
there were 12 with otitis (27.3 per cent.)—bilateral in three, and unilateral 
in the rest. In contrast to this, there were only four cases with chest com- 
plications, three of these had otitis as well, so that the total number of cases 
with complications in either ears or chest, or both, was 13 (29.5 per cent.) 
In the rubella group, there were three cases of otitis: all in one family with 
a bad previous history of upper respiratory-tract infections 

In the cases with otitis, earache was not usually complained of, even 
after attention had been drawn to the fact that the ears were affected. The 
appearances varied from flushing of the drum, sometimes due to the rash, 
to complete reddening with slight bulging. In only one case did perforation 
occur at any stage, and this was in one of the rubella group. In three of the 
mildest cases no specific treatment was considered necessary, and recovery 
was spontaneous. The other cases were treated with a sulphonamide and 
glycerin of phenol drops. All did well. 

In this epidemic, the incidence of otitis may have been above the average, 
but the fact remains that in most of the cases in which a reddened drum was 
found to be present, the child did not complain of any symptom to suggest 
the diagnosis. Hence, it would appear that in every case of measles, the 
ears should be examined whether the child complains or not. 

Another heavy epidemic occurred in the Warrington district in 1952-53. 
The proportion of cases of rubella was much higher in this epidemic, but the 
same trend in the incidence of reddening of the drum and otitis media 
(mostly symptomless) was observed. 

Conclusion. Undiagnosed otitis media in measles may be a commoner 
cause of chronic otitis than we realize at present. 


ANAPHYLAXIS AFTER PENICILLIN INJECTIONS 

Allergic manifestations after the administration of penicillin are fairly 
common. Penicillin-sensitization dermatitis has indeed caused much con- 
cern to doctors and nurses and, in order to protect their staff, most local 
authorities and hospitals have been constrained to impose special regulations 
on their nurses governing the protective ritual of administration. From time 
to time more severe reactions to penicillin have been reported. Batchelor 
et al. (1951) reported a series of such cases in patients undergoing treatment 
for the later stages of syphilis. Five different preparations were involved and 


the patients experienced a sensation of impending death (angor animi) and 
a feeling of frustration for several hours afterwards. In these cases there were 


none of the more severe manifestations associated with anaphylactic re- 
actions—there was no circulatory failure, respiratory embarrassment or pain 
Several cases of true anaphylaxis have, however, been reported (O’ Donovan 
and Klorfajn, 1946; Burleson, 1950; Mayer et al., 1953) and fatal cases 
have also been reported. In 1951, a fourteen-month-old baby was recorded 
by a coroner to have died of cardiac tamponade due to hypersensitivity to 
penicillin (Brit. med. 7., 1951). Other cases have been reported in this 
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country by Thomson (1952), Pick and Patterson (1953) and Mayer et al 


(1953). 
Still (1954) reported a case in which, after an injection of crystalline 
penicillin, a young woman developed severe abdominal pain and, later, 
urticaria, edema, arthralgia and lymphadenopathy. 
More recently, G. W. Lewis (1953; 1954) has reported two cases of 
severe anaphylaxis and he has kindly supplied notes of these cases 


Case 1 (Brit. med. F., 1953) A woman, aged 34, with no personal or family 
history of allergy, had courses of penicillin injections three-and-a-half years and 
one year previously without incident. On September 2, 1953, she developed acute 
otitis media and was given an injection of one mega unit of crystalline penicillin 
intramuscularly. One minute later she collapsed, was unconscious for half a minut« 
during which time her pulse was almost impalpable, and on regaining consciousness 
she experienced a sensation of impending death. She continued to feel ill and weak 
for fifteen minutes, then developed severe uterine colic which lasted for half an 
hour then ceased suddenly. Twenty-four hours later she had some uterine bleeding 

Case 2 (Brit. med. F., 1954) 4 man, aged 38, with no personal or family history 
of allergy, had a course of penicillin injections twenty months previously. On 
October 21, 1 he received the sixth injection of a course of penicillin, the dos« 
being g0o,0 its of ‘distaquaine’. Some four hours later he felt faint and sickly 
for a few minutes. Next day he received a similar injection and almost immediately 
relapsed into semi-consciousness and experienced a sensation of impending death 
His pulse was rapid with multiple extrasystoles. This was followed by a painful 
throbbing in the back at the level of the fourth lumbar spine, and a feeling of paralysis 
in his legs and of heaviness in his arms. Next he developed severe anginal pain and 
palpitation. Finally, as the numbness in his legs wore off, he felt a coldness in his 
body and legs and a tingling in his arms and fingers. This passed quickly. The total 
duration of the attack was six minutes 

Dr. Lewis feels that there must be other practitioners who have ex- 
perienced similar unfortunate occurrences and he would like to have notes 
of them, with a view to collating them for publication. Any practitioner 
who can supply this information is invited to communicate with Dr. G 
W. Lewis at 12 Montreal Avenue, Leeds 7 
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THE ROYAL STATISTICAL SOCIETY 

It is a sign of the stimulus given by the College of General Practitioners to 
research in practice that the Royal Statistical Society's study circle on 
medical statistics should meet to hear and discuss a paper on the subject 
read by a general practitioner, Dr. John Fry (Brit. med. 7., 1954, ii, 1100) 
The Chair was taken by the chairman of the council of the College, Dr 
G. F. Abercrombie. Dr. Fry described his practice and his methods of 


recora keeping He gave an account, for the three vear 1QS1-2 the 
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number of attendances, the age and sex incidence of consultations and the 
various types of complaint met with. In his experience the most common 
organic diseases were acute and chronic bronchial and pulmonary infections, 
hypertension, acute backache and lumbago, migraine, peptic ulceration and 


coronary artery disease, in that order. 

During the subsequent discussion it was suggested that the general 
practitioner's year should run from June to June so as to include a whole 
winter 

CONFERENCE OF CHAIRMEN AND SECRETARIES OF 

RESEARCH COMMITTEES OF FACULTIES 

This conference was held on November 21, 1954. Dr. R. J. F. H. Pinsent 
chairman of the College research committee, reviewed the functions and 
structure of the research organization. The task of the central committee was 
to create a climate in which good research work could find its own spon- 
taneous expression, to help in overcoming the diffidence of the individual 
worker, and to provide access to skilled help He stressed that the central 
committee was not, and must not be, the driving force, but must act like a 
chemical catalyst in work which derives its energy from the periphery. The 


only exception to this rule was that certain projects inevitably lent them- 


selves to planning on a national scale (e.g., the morbidity survey) and here 


the central committee might need to assume a more dominant role 
committees of faculty boards should likewise adopt this principle of allowing 


Researc h 


projects to develop from below upwards 
Dr. R. M.S McConaghey, Editor of the Research Newsletter, outlined 
the present and possible future policy of the newsletter. Publication was now 
quarterly. There was an editorial board of five members, Drs. G. F. Aber- 
crombie, J. H. Hunt, R. J. F. H. Pinsent, G. 1. Watson and D. G. French 
The contents would include reports from faculty research committees 
faculty news-sheets and original articles by general practitioners on either 
clinical medicine or practice procedure. In addition he was collecting re 
prints of articles by general practitioners in other journals, and a short 
summary or abstract of some of these might be included in the newsletter 
Practical difficulties at present prevented him from circulating the newsletter 
to all members of the College. He foresaw the newsletter becoming 
he 


Quarterly Journal of the College for which a suitable name was still to | 


sought. 
Dr. G. I. Watson, vice-chairman, spoke about the epidemic observation 


Dr Pickles had already given examples of the need for work in 


The epidemic observation unit would fulfil this need by 
a 


unit. 
epidemiology 
issuing either to a faculty or to all members of the research register 
warning that a particular pattern of infectious disease might be expected in 
an area or generally. In asking for replies from those cooperating, he stressed 
the great importance of the nil return, so that he could be sure that no 
information from an area meant no epidemic. At present, forms were re- 


turned by only 50 per cent. of those circularized. He hoped that the unit 
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would provide knowledge about the incidence of diseases, whether common 
or rare, and that it would sharpen the general practitioner's powers of 
observation and recording. There was already evidence that knowledge was 
being gained about ‘gastric influenza’, epidemic winter vomiting and 
glandular fever, and that the scheme was of value to other bodies such as 
the Medical Research Council and the Public Health Laboratory Service 

The demand for therapeutic trials, Dr. Watson said, came partly from 
inside and partly from outside the College. The measles investigation was 
an example of a therapeutic trial already under way. Several commercial 
firms had inquired whether the College would be willing to help them in 
testing their products. In this matter it was at present the policy of the 
College to encourage individuals to offer help to commercial firms, without 
accepting official responsibility. For example, a firm using bismuth had 
approached doctors for their opinion; of the hundred who responded all 
but fifteen were members of the College Many of the problems involved 
in a therapeutic trial had been considered and some principles could now 
be stated 

(1) The trial must be one worth while to be undertaken by general 
practitioners 

(2) Much thought must be given to controls. It was not easy in general 
practice to use ‘dummy’ tablets, and it was often more valuable to compare 
the results of the best existing treatment for the same condition 

3) A clear-cut answer must be obtained as a result of the trial 

Dr. Pinsent then made some general comments on the duties of the 
research committee of Council and faculty research committees. Neither 
should feel that they have to set tasks for individuals to carry out. No 
faculty should feel that they Aave to do something just because they have not 


yet started any work. The usual procedure would be that an individual 
member would have an idea, and would propose it to the faculty. The faculty 
might accept it and forward it for comment to the College committee, who 
would either encourage it or send it back with suggestions for improvement 
Alternatively, the faculty might return it, with suggestions, to the proposer, 


who would start the cycle again. 

Dr. J. Whitby, North London Faculty, pointed out that all the work 
hitherto discussed had concerned individual diseases. Yet the particular 
role of the general practitioner was to follow the same patient through many 
diseases. We should, in our researches, concern ourselves more with the 
patient. As an example, he quoted his own investigation 

He had divided his record cards for the last five years into two groups. (1) Those 
who had at some time during this period been treated for neurosis. (2) Those who 
had not been treated for neurosis. He had noted a number of differences between 
these two groups, but in particular that the incidence of osteoarthritis of the spine 
(proved by x-rays) seemed to be ten times greater in the group treated for neurosis 
He also referred to the investigations from N. Ireland about the treatment of 
fibrositis. Here was a condition notoriously difficult to study, and one which often 
responded to a new treatment just because it was new; it was important not to 
tell the patient that the treatment was new 
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Dr. E. A. W. Marien, of the East London Faculty, said that in his area it 
was proposed to use meetings for postgraduate education to discover and 
encourage research interests. Clinical meetings were to be held at which 
individual general practitioners would discuss a problem. If several showed 
interest in this problem a small research group might form. The proposer 
would remain responsible for the group. 

Dr. C. J. H. Starey said that the Thames Valley Faculty had received 
two valuable suggestions: 

(1) The radiotherapist at Oxford suggested that information was badly needed 
about the ways in which malignant disease presents itself in the very beginning 
Such information was easily accessible to general practitioners. The faculty felt that 
this problem might best be approached on a national scale 


(2) A consultant suggested that an investigation should be made not on patients 


but on doctors; he suggested that it would be most interesting to find out how one 


hundred different doctors dealt with a particular symptom, such as indigestion 


Dr. Pinsent wondered whether this sort of need could be met by circulat- 
ing a questionary to interest groups (derived from the research register) 

Dr. V. G. Doyle, East Ireland Faculty, asked if individual members 
publishing work should always obtain the approval of the College. Dr. 
Pinsent said that there was no obligation on the individual to do so. The 
College could help in the preparation for publication even if the work 
appeared in a journal other than the newsletter. Dr. McConaghey added 
that the College did not wish to interfere with individual rights; it certainly 
had a duty to help if asked. Such help could be acknowledged at the end of 
an article. The individual worker had the right to choose any journal, but 
it was the duty of the Editor of the newsletter to increase its attractiveness 
so that it became a bigger and bigger draw for articles 

Dr. Watson said that research by the individual was still the most im- 


yortant. The present meeting would not have served its purpose if this 
r : 


fact were not taken back to the faculties and stressed 

Dr. Doyle asked if any material help could be forthcoming for research 
Dr. Pinsent said that the research committee had few financial resources at 
present. It could, however, make recommendations to the Claire Wand 
Fund Trustees or to the Medical Research Council. A project would be 
considered by these bodies on its merits. The Medical Research Council 
had promised that work from general practitioners would be given con- 
sideration equal to that given to hospital workers. Dr. Doyle asked whether 
it would be fair for a doctor writing his thesis to use information derived 
partly from a research group of other doctors (as might occur in faculty 
research). Dr. Abercrombie, chairman of the council, said that the facts 
would have to be plainly stated to the ‘examining body’ concerned, before 
the work was started. It was for that body to give judgment 


NEWS FROM THE FACULTIES 
South West England Faculty.—A research advisory panel has been formed, 
and Dr. M. G. P. Stoker, of Clare College, Cambridge, has been invited to 
serve along with Dr. Gale and Professor Milnes Walker. A faculty research 
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committee has been set up consisting of Drs. M. 1. Cookson, E. B. Hickson 
and A. E. de la T. Mallett, and they have been given power to co-opt three 
other members he obstetric survey is well started; those members who 
are taking part are reminded that cards should be forwarded regularly 
South East England Faculty.—<At the last meeting of the faculty board it 
was agreed that it might be possible to link a simple piece of epidemiological 
research with the intensive postgraduate study of a small number of non- 
notifiable epidemic, or apparently infectious, diseases. The diseases pro- 
posed were glandular fever, infective hepatitis, epidemic “winter vomiting’ 
and acute transient vertigo. For the present the research into these diseases 
by this faculty would be limited to the notification of frank clinical cases, in 
order to see whet t rt is any pattern ot spread throughout the four 
counties, Vv h might only become evident when an area larger than that 
of a single p1 » or district was considered as a whole. The form of 
notification would be duplicated by the College and would be kept very 
simple, but if any doctor saw more than one case in his own practice, it 


would be hoped that he would be able to submit a fuller report about any 
points of epidemiological interest which he was able to observe. In the case 
of epidemic winter vomiting, which may affect a considerable number of 
people in one district within a short time, the most important aspect of 
notification is that the earliest cases should be promptly notified in order to 
increase the Of portunity of discovering any pattern ol! spread that may exist 
In the case of the other three diseases, of which many doctors may see no 

lew ight see one or more, it will not be so important to noufly 
lb 


cases promptly—though this will still be valuab It is in just these diseases 


that the individual doctor working in the area of a single practice may feel 
baffled by the appearance of sporadic cases, and where some investigation of 
articularly needed 
he programme of rese: all members of the faculty 
levote a certain amou postgra ate study to these 
intent ) oara try to arrange at 
the conditions. Further 
letails of any su arrangements will be n d in the usual manner 
The S I as I gland Faculty nsists of OV 20C members and the 


Urpose otic to invite participation in this research scheme 


\Mlembers O i\ rms of 1 ation and other information 


which may late nt out, should communicate with Dr. John Fry 

honorary I research committee of the faculty board) at 26 
Croydon Road kenham, Kent 

South East Si ulty wing investigations are in pro 

Ihe etiology of chilblains 

Che prognosis of cerebral 

general practice and their manage- 


Faculty Research members have begun work on the 
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treatment of herpes zoster: to assess the value of ergotamine tartrate or 
dihydroergotamine in cutting short attacks or relieving pain of shingles. 
Some isolated cases have done extremely well, but the picture is not yet 
definite. 

Participation is invited from all members whether they use these drugs or 
others in their treatment of herpes. Fortunately this can be done with the 
minimum of form filling. The records are to be kept on ordinary EC7 or 
EC8 continuation cards, with slight modifications. Details of this research 
can be obtained from Dr. A. S. Playfair, 25 Mill Road, Cambridge 


TECHNIQUE IN GENERAL PRACTICI 
A SIMPLE TEST FOR OCCULT BLOOD IN STOOLS 
The need to place a patient on a diet containing neither meat nor green 
vegetables for three days before collecting and sending a stool to the labora- 
tory for examination for occult blood, has in the past caused a useful test 
to be used less often than it ought. The following test reported by C. D. 
Needham and R. G. Simpson (Quart. 7. Med., 1952, 21, 123) can be satis- 
factorily carried out in the consulting room. 

Powders wrapped in wax paper, each consisting of a finely divided mixture of 
benzidine hydrochloride, 25 mg., and barium peroxide, 200 mg., are dispensed or 
bought ready prepared. (They may be obtained from Allen and Hanburys Ltd.) 
Powders, prepared in this way, will retain their potency for more than a year 

All that is necessary to make up the test solution is to shake up one of the powders 
in 5 ml. of glacial acetic acid in a clean test tube, thus obtaining a 0.5 per cent 
solution of benzidine hydrochloride 

Then, either the examining finger covered by a rectal glove, or a clean orange- 
stick, dipped in a faecal specimen is smeared on white filter paper, and a little 
benzidine solution is poured over the smear. As the fluid spreads out, the blue 
colour is readily seen against the white of the surrounding filter paper 

Needham and Simpson grade and interpret the resulting colour reactions 
as follows: 

Positive: a deep blue colour appearing within 15 seconds 

Weakly positive: a greenish blue colour, appearing within 30 seconds 

Negative: no coloration appearing within 30 seconds 

It is claimed that the test is sensitive up to approximately 0.2 per cent 
(1: 500) of blood in feces, and that it is reliable in go per cent. of cases 


Moreover, there is no need to prepare the patient with an iron-free diet 


ANNOUNCEMENTS 

Notification of infectious disease.—Members are reminded that Medical Officers of 
Health are always interested to receive reports concerning non-notifiable infectious 
disease, and, in particular, cases of unusual interest 

Individual research.—The research committee of the council would be interested 
to hear from members undertaking research. Information should be sent to the 
Registrar, Dr. C. H. Watts, ‘The Limes’, Ibstock, Leicester, in the first instance 
and will be considered as confidential if so desired 

Research register.—In order that the research register may be kept up-to-date, it 
is essential that members and associates notify the registrar of any change of address 





CURRENT THERAPEUTICS 
LXXXIX.—TETRACYCLINE 


By HARRY F. DOWLING, M.D. 
Professor of Medicine, Department of Medicine, College of Medicine, 
University of Illinois 


THE active search for new antibiotics has inevitably resulted in the dis- 
covery of drugs that are closely related to others that were already known 
Thus, ‘terramycin’, as soon as it was used clinically was found to be similar 
to ‘aureomycin’ in its action. Later, when the chemical structures of these 
two compounds were examined, it was found that both possessed a basic 
structure composed of four benzene rings and that ‘aureomycin’ had a Cl 
atom on carbon 7 and ‘terramycin’ an OH radical on carbon 5. As a result 
of the chemical identification of these compounds ‘aureomycin’ has been 


named chlortetracycline and ‘terramycin’ oxytetracycline. A third com- 
pound, which contains neither the Cl atom of chlortetracycline nor the OH 


radical of oxytetracycline, has now been obtained both by fermentation from 
i strain of Streptomyces and by removing the Cl atom from chlortetra- 
cycline. This compound is called tetracycline (fig. 1) 

As might be expected, this new compound resembles the other two in 
many respects. It is bacteriostatic for a number of micro-organisms and in 
high concentrations may be bactericidal. It is more stable than either chlor- 
tetracycline or oxytetracycline. Its bacterial spectrum is the same as the 
spectrum of chlortetracycline. In general, the minimal concentration of 
tetracycline that will inhibit a given strain of bacterium is the same as the 
minimal concentration of chlortetracycline or oxytetracycline required for 
inhibition. Sometimes, however, there are from twofold to eightfold 
differences between the concentrations of these antibiotics required to in- 
hibit a particular strain. Since such differences can be obtained when an 
organism is tested at different times with the same drug, it is the opinion of 
most investigators that there is no real difference in the action of the three 
antibiotics against micro-organisms. Furthermore, when organisms have 
been grown in progressively increasing concentrations of any one of these 
antibiotics until the strain is resistant to that antibiotic it will also be re- 
sistant to the other two antibiotics in the group. These im vitro observations 


have been corroborated by the results of animal and clinical experiments 


ABSORPTION AND EXCRETION 
When tetracycline was given to adults in doses of 0.5 g. as an intravenous 
infusion, plasma concentrations of 25 to 32 micrograms per mil. were 
btained (Finland et al., 1954). Serum concentrations of 1.25 to 40 micro 


grams per ml. were obtained when 12.5 mg. per kg. were given to children 
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by intravenous infusion (Wood and Kipnis, 1953-54). These concentrations 
fell gradually during the following twelve to eighteen hours. 

When tetracycline was given orally in doses of 250 mg. at six-hour intervals th« 
minimum serum concentration was 0.4 microgram per ml. one hour after the first 
dose. It.rose progressively to 2 micrograms per ml. by the second day of therapy and 
to nearly 4 micrograms per ml. after the fourth day of administration. When doses 
of 500 mg. were given at six-hour inte rvals the minimum serum concentration was 
slightly higher and reached 4 micrograms per ml. by the third day, where it tended 
to remain. Similar concentrations were obtained in the sera of children when the 


drug was given in amounts proportionate to their body weight 
Because of this ‘build-up’ in serum concentration we (Wood et al., 1954) 


employed a dose of 1 g. initially, followed by 0.5 g. at six-hour intervals 


Structural formula 


oxytetracycline and chlortetra 


for adults; and for children, 25 mg. per kg. of body weight initially followed 
by one-half that amount at six-hour intervals With this dosage the maxi- 
mum serum concentration was reached approximately six hours after the 


‘ 


first dose, and was maintained at about the same level until therapy was 


discontinued 
Tetracycline can also be given intramuscularly. Doses of 10 mg. per kg 
of body weight produce mean serum concentrations of 0.62 to 1.25 micro 
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grams per ml. ; this level can be maintained by injections at 12-hour intervals 

These serum concentrations are similar to those obtained with chlortetra- 
cycline or oxytetracycline. Tetracycline does seem to have one superiority, 
however. It was shown by Wood and Kipnis (1953-54) to diffuse more 
readily into the cerebrospinal fluid than its analogues. After single intra- 
venous doses of 12.5 mg. per kg. of body weight for children and 500 mg 
for adults the concentrations in the cerebrospinal fluid were 0.16 to 0.62 
microgram per ml., whereas after three doses at six-hour intervals the 
cerebrospinal fluid concentrations ranged from 1.25 to 5 micrograms per ml 

Tetracycline also diffuses well into the pleural and ascitic fluids and 
across the placenta (Milberg et al., 1954; Maynard et al., 1953-54) 

From 20 to 60 per cent. of intravenously administered tetracycline has 
been recovered in the urine during the énsuing twenty-four hours (Maynard 
et al., 1953-54). Approximately the same proportions have been found after 


oral administration (Milberg et al., 1954) 


rHERAPEUTIC RESULTS 
In table 1 the infections that have been treated with tetracycline are classified 
according to the responses observed. Most of this information comes from 
two large series of cases reported by Finland and his associates (1954) and 
Wood and his co-workers (1954). Pneumococcal pneumonia has been found 
to respond promptly in practically every case. Altogether, 132 cases of 


pneumococcal or probable pneumococcal pneumonia have been reported 


(Finland et al., 1954; Wood et al., 1954; Waddington et al., 1954; Palazollo 
+ + + 


et al., 1954; Glatt and Ross, 1954) with 6 (4.7 per cent.) deaths. This is 
similar to the 5.1 per cent. case fatality rate found by Dowling and Lepper 
(1951) for g20 cases of pneumococcal pneumonia treated with penicillin, 
chlortetracycline or oxytetracycline. The patients who died were invariably 
in the older age-groups and usually had serious complicating diseases 

Streptococcal pharyngitis, whether or not accompanied by the rash of 
scarlet fever, responded dramatically to tetracycline, as did also otitis media 
and impetigo contagiosa (Finland et al., 1954; Wood et al., 1954) 

Tetracycline was equally successful in infections caused by gram-negative 
cocci. A prompt fall in temperature and remission of symptoms occurred in 
eight patients with meningococcal meningitis (Wood et al., 1954). When 
two doses of 0.5 g. of tetracycline were given at six-hour intervals to eighteen 
patients with acute gonococcal urethritis, only sixteen recovered; but when 
three doses of 0.5 g. were given to fifty patients, forty-nine recovered 
(Marmell and Prigot, 1954). The failure was in a patient with a fistulous 
opening into the urethra 

3oth Hamophilus pertussis and Hamophilus influenza are responsive to 
tetracycline. Among 26 patients with pertussis treated with tetracycline the 
course of the disease was shortened in 24 (Wood et al., 1954). Six patients 
with meningitis caused by Hamophilus influenza were treated. Four re- 
covered promptly; one was admitted im extremis and died a few hours later 
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and one was given chloramphenicol because recovery was slow. The course 
of Shigella dysentery was considerably shortened by treatment with tetra- 
cycline (Wood et al., 1954; Abbott and Parry, 1955). Abbott and Parry 
found that tetracycline eliminated Shigella sonnei from the stools of all but 
one of 27 patients with Sonne dysentery. 

Ruiz Sanchez et al. (1954) reported excellent results in six patients with 
typhus fever who were treated with tetracycline. Marmell et al. (1954) 





Infections which Respond Definitely 
Pneumococcal pneumonia Gonorrhea 
Streptococcal pharyngitis (including Pertussis 
scarlet fever) H. influenza meningitis 
Otitis media Shigella dysentery 
Impetigo contagiosa Lymphogranuloma venereum, Dono- 
Meningococcal meningitis vanosis and chancroid 


Infections in which Response is Variable or Questionable 
Staphylococcal infections 
Pneumonia 
Chronic broncho-pulmonary infections 
Bacteriamia 
Pyoderma, abscesses, soft-tissue infections 
Osteomyelitis 
Urinary and other infections with certain gram-negative rods 
Escherichia coli and others 
Paracolobactrum 
Aerobacter aerogenes 
Pseudomonas aeruginosa 
Enterococcal infections 
Mixed infections of the respiratory tract 
Primary atypical pneumonia 


Infections in which there has been no response 
Tuberculosis 


Proteus infections of the urinary tract 
Infectious mononucleosis 














Tas_e 1.—Response of various infections to tetracycline therapy. 


stated that tetracycline therapy was successful in five patients with chancroid, 
four with lymphogranuloma venereum and one with Donovanosis. 

The infections in the second group (table 1) are for the most part caused 
by organisms, some strains of which are inhibited im vitro by tetracycline 
and other strains of which are not. Leading this list is M. pyogenes var. 
aureus, or the staphylococcus. A number of patients with various infections 
caused by this organism has been treated with tetracycline as shown in the 
table. As in the case when penicillin, chloramphenicol, chlortetracycline or 
oxytetracycline is used the response was good when the organism was sen- 
sitive to the antibiotic used. This was also true of the urinary-tract infections 
caused by the gram-negative rods that commonly cause infections in that 
area. When the organism was sensitive to tetracycline the infection was 
usually controlled, although in patients with chronic urinary infections the 
sensitive organism was often superseded by another which was not respon- 
sive to tetracycline. Also, relapse of the original infection sometimes occurred 
after tetracycline therapy had been discontinued, especially if anatomical 
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defects were present in the urinary tract. Although only a few patients with 
enterococcal urinary infections have been treated, it is to be expected that 
these will respond well if they are sufficiently sensitive to tetracycline 

Recovery from infections of the respiratory tract caused by mixed flora 
depended upon the presence or absence of prominent anatomical change (as 
in bronchiectasis) and upon the responsiveness of the various organisms, 
especially the predominating organisms, to tetracycline. In general, tetra- 
cycline, like other antibiotics, exerted a suppressive rather than a curative 
effect upon such infections. One patient with primary atypical pneumonia 
with cold agglutinins was treated with tetracycline and appeared to improve 
A large number of patients with this illness must be treated in conjunction 
with untreated patients observed as controls before an opinion can be formed 
regarding the efficacy of tetracycline in this controversial area 

Patients with tuberculosis, proteus infection of the urinary tract, and 


infectious mononucleosis did not improve following treatment with 


tetracycline 
UNTOWARD EFFECTS 

Since the therapeutic effects of tetracycline and its analogues are so similar, 
its possible superiority in other areas becomes important. If the annoying 
and sometimes incapacitating effects upon the gastro-intestinal tract that 
accompany chlortetracycline and oxytetracycline should be less frequent 
in patients treated with tetracycline this would be a decided advantage. To 
this end Finland and his associates (1954) gave 1 g. of tetracycline, chlor- 
tetracycline and oxytetracycline in rotation on different days to 12 subjects 
After tetracycline therapy only one subject had three soft stools during one 
day. Oxytetracycline caused diarrhoea in five subjects, which lasted from 
two to five days; and two complained of flatulence. With chlortetracycline, 
two patients had nausea, two bulky stools, and two diarrhaa 

Waddington and his co-workers (1954) gave 1 g. of tetracycline and oxy- 
tetracycline at different times to twenty volunteers and reported gastro- 
intestinal symptoms in five who received tetracycline and six who were 
given oxytetracycline. These symptoms were negligible in two of the sub- 
jects after they received tetracycline, and mild in the other three. On the 
other hand, when the subjects were given oxytetracycline the symptoms 
were negligible in one case, mild in two, moderately severe in two, and quite 
severe in one. It appears that tetracycline may cause fewer and milder 
gastro-intestinal symptoms than its analogues. Observations on larger 
groups of patients who have received tetracycline seem to confirm this, 
although these were not controlled studies. 

Other reactions that have been observed occasionally are urticaria (Put- 
nam et al., 1953-54), punctate lesions of the pharynx (Putnam ef al., 1953-54) 
and maculo-papular rash (Schwartzer et al., 1954). Localized swelling, pain 
and redness occasionally appeared after intravenous injections of tetracycline 
(Wood et al., 1954) and rarely thrombophlebitis. Intramuscular injections 


caused only slight discomfort, or none at all, in the majority of patients 





616 THE PRACTITIONER 


RECOMMENDATIONS FOR THE USE OF TETRACYCLINE 
Although there is little evidence that there is any difference in the thera- 
peutic effect of chlortetracycline, oxytetracycline, and tetracycline, the last 
of these appears to be superior to the others because it is more stable at 
room temperature, because it penetrates better into the cerebrospinal fluid 
and elsewhere, and because its administration is accompanied by less un- 
toward effects. For most infections, a dose of 1 g. initially followed by o.5 
g. at six-hour intervals is recommended for adults, and for children 25 mg. 
per kg. of body weight initially, followed by 12.5 mg. per kg. of body weight 
at six-hour intervals. If the drug cannot be given orally it may be ad- 
ministered intramuscularly in doses of 10 mg. per kg. of body weight, up 
to a maximum dose of 0.4 g., at 12-hour intervals. 

In more serious infections or when penetration is an important factor, 
tetracycline should be given intravenously in doses of 0.5 g. for adults or 
12.5 mg. per kg. of body weight for children, at 8- to 12-hour intervals. 
This route of administration should be used in meningitis, endocarditis, and 
other serious infections, such as staphylococcal bacterizmia. 

Tetracycline may be used with assurance of success in infections caused 
by pneumococci and beta-hemolytic streptococci (except enterococci), 
meningococci and gonococci, in pertussis, Shigella dysentery, lymphograru- 
loma venereum, Donovanosis, chancroid, typhus fever, and in all proba- 
bility in the other rickettsial diseases also. If given in adequate doses by the 
intravenous route, it should be successful in H. influenza meningitis. 

It will be effective in staphylococcal infections, enterococcal infections, 
infections caused by a mixed flora and urinary infections caused by the 
gram-negative rods, depending upon whether or not growth of causative 
organisms is inhibited by the antibiotic. This success will be only temporary 
if anatomical defects predisposing to chronic infection are present. In 


primary atypical pneumonia the effectiveness of tetracycline is still un- 
certain. Like its analogues, tetracycline is of no value in the large number of 
viral infections not included in the above categories. 
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MY MOST INTERESTING CASE 


IV.—THE SECOND OPERATION 
By KENNETH WALKER, M.B., F.R.C.S 
Consultant Surgeon, St. Bartholomew's Hospital 


WHETHER the case I am about to report will qualify for this symposium of interest 
ing cases or not remains to be seen and all that I can vouch for is that when I look 
back on my past professional career, it is the one that immediately presents itself 
It interests me not so much for clinical reasons but because of the character of th« 
two persons concerned and because of the psychological background to my 
operation. That my patient, Mr. X., and his secretary, Miss S., provided interest 
ing material for study is confirmed by the fact that Aldous Huxley, who had met 
them both previously, made them the subject of one of his most amusing and 
ironical short stories. As my interest in this case was that of a student of human 
nature rather than that of a genito-urinary surgeon, I am compelled to present it 
also in the form of a story rather than of clinical notes 


THE PRELIMINARIES 

Would you mind my secretary being present at your examination of me?’ asked 
my patient who had come to see me from Paris on the advice of a medical friend 
on the staff of one of our well-known medical journals. ‘Not at all. We'll send to 
the waiting-room for her’, I replied. A few minutes later a small smartly dressed 
young woman was shown into the room and my patient introduced us. ‘I don’t do 
anything without her approval’, he said with a smile, and later | learnt that a 
literal truth lay behind this light-hearted remark. All that I had time to note at 
that moment was that she had soulful—or were they merely glamorous eyes 

I carried out the necessary examination and realized immediately that a prosta 
tectomy was needed and needed quickly. It was also obvious that my patient was 
an exceedingly highly strung man who would not be an easy person to steer 
through all the difficulties, irritations and possible complications of a prosta 
tectomy convalescence. It would be advisable therefore to break the news to him 
very ge ntly. This I proceede d to do, pointing out to him that the dangers attached 


to an operation were much less than those of allowing him to remain with a 
zapidly distending bladder. He took the news extraordinarily well and accepted 


my verdict without any opposition. This surprised me so much that I could not 


help commenting on it 

But we knew that you would operate, didn’t we, Baby?’ he replied after 
catching the eyes of his secretary. ‘Of course, we did’, she replied, smiling for a 
moment and then becoming grave 

But how could you know? Did your Paris doctor tell you that an operation 
would be necessary?’ ‘No, we consulted an astrologer and not a doctor. We con- 
sulted the man who foretold the abdication of King Edward a long time before it 
happened 

‘We went to him about a year ago’. It was Mr. X. who was now speaking. ‘He 
told us’, he continued, ‘that I would meet a man with grey hair who would be of 
great importance to me. He also said that in May of this year I should have to 
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submit to a critical operation and that afterwards I should be much better in 
health than I had been for a very long time. So I am quite prepared for an opera- 
tion and the sooner the better for me. Make all the necessary arrangements and 
don’t bother about expense’ 

This was done. A small suite of rooms was obtained at the London Clinic be- 
cause Miss S. required accommodation as well as Mr. X. My patient proved to 
be a very wealthy man and everything had to be done not only in accordance 
with his wishes but also in accordance with ‘Baby’s’ whims. He and she appeared 
to be moving on a very exalted spiritual plane and I soon found that it was 


necessary to impart a soulful tone to all conversations with them. It was only 
occasionally, and as a concession to my profession and my human weakness, that 
I was allowed to mention such earthy phenomena as catheters and laxatives and 
the relationship of urinary output to fluid intake. This materialistic respite was 
only a fleeting one for as soon as practical measures had been agreed upon, my 


patient and his soul-mate soared upwards again into the Empyrean 
Chere was one practical matter on which we never managed to reach agreement, 
namely the question of the second operation. They had broached this question on 
the first day of our meeting and I imagined that I had answered it to their satis- 
faction. I had told them that when the astrologist had foretold two operations, he 
id made what was, after all, only a trivial horoscopic miscalculation. It was quite 
1¢ that a surgeon often did the operation of prostatectomy in two stages but in 
1is case it would not be necessary. Fortunately for Mr. X. the gland could be 
emoved without a preliminary drainage. Their eyes met after my pronouncement 
and I saw that they were unconvinced 
Che subject was again brought up after he had been for some days in the Clinic, 
which time the results of the blood-urea and urea-concentration tests were 
ivailable so that 1 was able to assure them that I was now fully satisfied that a 
two-stage operation was unnecessary. But again I failed to allay their anxieties 
lhe astrologist had distinctly mentioned two operations and they believed him 
implicitly for had he not foretold not only their meeting with me but also the 
abdication of Edward VIII? Hitherto, I had fallen in with what was written in 
the heavens but now I was failing to do so and this distressed and alarmed them 
potn 
THE OPERATION 
All the arrangements had been completed and I visited the home on the night 
before the fateful operation. Conversations at high altitudes of thought and 
intuition were becoming a little exhausting to me and I looked forward to the 
prospect of having my feet back again on the solid earth for a few days. My patient 
would not want to discuss with me journeys on the astral plane for at least a week 
after his operation. During that time I would only have to deal with his secretary 
and by now I was convinced that she had an earthy as well as a celestial side to 
her. There she was, waiting to see me outside Mr. X.’s door and with rather a 
grave expression on her face. ‘The operation must be postponed. It cannot possibly 
take place to-morrow’ 
‘But why?’, I asked. ‘All the arrangements have been made, the theatre and 
anesthetist booked, the . . 
“He said that it would take place in May and to-morrow is only the 25th of 


April’ 
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“No, you are not quite accurate’, I replied. ‘He foretold that the critical situation 
would occur in May and the most critical day for a prostatectomy patient is not 
the day of the operation but about nine days afterwards. That is the time that a 
haemorrhage is most likely to occur. The anxious time for us all will fall, as the 
astrologist predicted, in May’. It had been a near thing but I saw from her ex- 
pression that I had satisfied her. 

‘And the second operation? Will that also be in May’? she inquired after a long 
pause. 

‘There will be no second operation’, I replied firmly. ‘I’ve explained that to 
you many times already. It’s quite unnecessary to go over it all again’ 

The operation took place and Mr. X.’s passage through his critical period in 
May was signalled by a brisk secondary hamorrhage followed by a transfusion 
By the end of May, he had sufficiently recovered to be allowed to return to his 
London hotel. From there he would journey to Paris. After a few days’ rest in 
Paris he intended to go to Cannes where he had a comfortable villa. He now 
invited me to dine with ‘Baby’ and himself at his hotel in order that we might 
celebrate his recovery together 

After the various toasts had been proposed and drunk, I was preparing to take 
my leave when reference was again made to the well-worn theme of the second 
operation and a sudden gloom descended on the table. I decided to laugh it off 
and to divert attention elsewhere by proposing yet another toast. ‘Well, it's too 
late for you to have a second operation now’, I begari. “The wound is nicely healed 
and everything else is satisfactory. I drink to our next meeting in a year’s time 
when you are next in London’. 

We drank to our next meeting but the evening had clearly ended on a wrong 
note. ‘Everything else he predicted came true’, she said sorrowfully drooping long 
eyelashes over soulful—or were they only glamorous eyes? ‘It was his only mis- 


take’, | murmured and took my leave rather abruptly 


THE SEQUEL 
A week later came a wire from Paris, ‘Not well. Have called in a doctor’. Then 
on its heels there arrived another telegram: ‘Operated on and now better 
Two weeks afterwards, the explanatory letter arrived. There had been a sudden 
flare-up in the mild postoperative bladder infection (it was before the days of 
penicillin and the sulphonamides) and the suprapubic wound had also become 
inflamed. A French surgeon, suspecting that there might be some obstruction at 
the bladder neck, decided—quite unnecessarily in my opinion—to open up the 
bladder again. This he did, found nothing wrong beyond bladder infection, 
instituted catheter drainage and closed the suprapubic wound. Mr. X. was able 
to continue his journey two weeks later and I have had no news of him since 
I do not propose to discuss the psychosomatic, surgical, bacteriological, ethical 


or astrological aspects of this case. It is in its many-sidedness that its interest lies 
What puzzles me most is whether he would have had that second operation or not 


if he had not visited that astrologer 
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ORAL HYGIENE 


THE maintenance of good oral hygiene is generally accepted to be a valuable pre- 
ventive measure against dental disease. Further evidence of this was provided by 
Fosdick and co-workers (1950), who reported a 50 to 60 per cent. reduction i 
the incidence of dental caries in a group of 523 students; observed over a period 
of two years, who brushed their teeth within ten minutes of ingestion of food, 


compared with a control group of 423 students who used their toothbrushes night 


n 


and morning only. 

Apart from dental caries, several types of periodontal disease appear to be 
initiated by stagnation of food debris. Irritation also results from the deposition 
of calculus which forms only in stagnation areas. If the stagnation persists, pro- 
gression of the marginal inflammation to the deeper periodontal tissues (pyorrhaea 
inevitably follows. 

Modern diets tend to encourage adhesion of food around the teeth and contain 
few cleansing foods. In this connexion it is interesting to note the very low in- 
cidence of dental caries and periodontal diseases among the Eskimos, whose raw 


detergent diet provides adequate cleansing of the teeth and gums. It is suggested 


that much in the way of prophylaxis may be done in our own civilized com- 
munities by encouraging patients to finish their meals with some form of fruit or 
raw vegetable. Studies in Sweden suggest that indiscriminate eating be 
meals of foods containing sugar, e.g. sweets, biscuits, ice cream, leads t 
increased caries incidence (Gustafsson, 1953). 

Oral hygiene may therefore be directed at: (1) Mechanical removal 
debris immediately following a meal. (2) Chemical action against th« 


organisms concerned in the breaking down of food particles in the mo 


MECHANICAL AIDS TO ORAL HYGIENI 
The toothbrush came into general use in this country at the beginning of the 
nineteenth century, replacing the tooth sponge still used in some European and 
Eastern countries. 

Nylon brushes are now in more general use than bristle and are perhaps better 
for two reasons. First, they are cheaper and may therefore be replaced more often 
Secondly, they do not soften so readily and therefore last longer in an efficient 
condition. In a series of physical tests on both types of brush, however, Hine 
et al. (1954) showed that bristles appear to have a more effective cleansing action 
when in good condition. A toothbrush should ideally have a head about 1 inch 
25 mm.) long, containing 3 or 4 rows of bristles (or nylon strands) which should 
be sufficiently flexible to allow firm pressure to be applied to the gums and teeth 
without trauma. Many so-called ‘medium’ brushes are too hard for general use 
The popular lay conception that the harder the brush the better 
teeth is indeed a mistaken one. Much permanent damage may result from use of 
an unsuitable brush. At the same time inefficient or incorrect brushing techniques 


‘ 


. si] | 
Will Cleanse the 


may cause similar damage 
Many methods of toothbrushing have been devised each having its own par 
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ticular advantages and sometimes disadvantages. Three commonly used techniques 


are mentioned here. 

The ‘horizontal’ method is widely employed. The bristles are carried indis- 
criminately across the teeth with a horizontal backward and forward motion. The 
method is only mentioned to be condemned. Such movements of the brush 
cannot possibly clean the interproximal spaces between the teeth, whilst the gums 
receive little or no attention. Abrasion cavities which may progress at an increasing 
rate may soon be worn in the teeth and especially in those which are prominent 


in the dental arch. 

The ‘circular’ method is commonly advocated for children, being comparatively 
easy to learn. The teeth of one side are brought edge to edge and the brush 
bristles made to describe a series of small circles against the buccal surface of the 
teeth and gums. The movements are repeated on the other side of the mouth and 
then with the incisors edge to edge. Lingual and occlusal surfaces are brushed as 
in the horizontal method 

The ‘rolling’ method.—Perhaps one of the best techniques for adults is one in 
which the sides of the bristles of the brush are placed on the gums and teeth 
parallel to the roots of the teeth. By rotation of the handle of the brush the bristles 
are moved firmly towards the biting surfaces of the teeth sweeping the inter- 
proximal spaces. Each side of each jaw is dealt with in three regions. Six to eight 
strokes on both buccal and lingual sides are made in each region. Occlusal surfaces 
are brushed with short backward and forward strokes 

Teeth should be brushed at least twice a day—before retiring, after which no 
food or drink should be taken, and after breakfast in the morning. All tooth 
brushing should be concluded with a vigorous rinse, the water or mouthwash 
being forced through and through the interdental spaces. If brushing is sometimes 
impossible the mouth should be well rinsed with water 

Where, as a result of gingival recession, potential stagnation areas exist between 
the teeth, wood points or ‘interdental stimulators’ are valuable in mechanically 
removing food debris. They should be used at least once a day. The massaging 
action of these wood points is also probably of value in increasing the keratiniza- 
tion of, and blood supply to, the gums. Elastic bands, darning wool, or dental 
floss silk may be used carefully where access is difficult or impossible with a wood 
point 

CHEMICAL AIDS TO ORAL HYGIENE 

Considerable doubt exists regarding the value of a therapeutic dentifrice. The 
chemical actions of both dentifrices and mouthwashes tend to be of only short 
duration, due in part to the diluting and buffering actions of saliva, whilst the older 
antiseptics in bactericidal concentration are decidedly irritating to the oral mucosa 
There are obvious serious contraindications to the regular use of small quantities 
of antibiotics in the mouth. Antacids appear to be ineffective against the ‘spot’ 
acid formation under the bacterial plaque where caries is initiated, unless the 
brush bristle removes the plaque. 

Some recent experimental work, however, has been directed towards the de- 
velopment of dentifrices containing enzyme inhibitors with an affinity for the 
dental plaque where their inhibiting action may continue for several hours 
(Fosdick, 1954). Dentifrices containing such enzyme inhibitors are already 
appearing on the market, although their efficiency in caries control has not yet 
been adequately proved in clinical trial. 
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Ammoniated dentifrices containing dibasic ammonium phosphate and syn- 
thetic urea, have also been tried. Results of a large-scale investigation of school- 
children using such a dentifrice twice daily in school over a period of two years, 
have been published by Kerr and Kesel (1951). These show a reduction of 16 per 
cent. in the number of new carious cavities, compared with controls using a 
non-ammoniated dentifrice. 

It would seem, however, that the main action of all dentifrices is a mechanical 
one in assisting removal of debris and stain from the teeth. 
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SUNBURN 


INDIVIDUALS vary so much in their reactions to exposure to the sun that no sharp 
line can be drawn between extremes of sunburn and states of abnormal sensitivity 
to light. The subject of this article, however, is limited so far as possible to the 


reactions of the healthy skin. 


SYMPTOMS AND SIGNS 

An exposure of half an hour or so to sufficiently strong sunshine, and especially 
in a warm atmosphere, will produce an immediate but transitory heat reaction 
of redness and sweating. This is not true sunburn but it may accelerate the tempo 
of the sunburn reaction should any develop. The reaction to light itself does not 
begin to appear for at least two hours after the exposure competent to produce it; 
and it may go on developing in intensity for anything up to twelve hours, culminat- 
ing exceptionally in blisters which may even contain some blood. Extensive sun- 
burn, quite apart from heatstroke, may be associated with severe symptoms of 
lassitude, headache and nausea, with or without fever. A transitory pigmentation 
accompanies the fading of the erythema but is quickly lost in the process of 
desquamation. A more lasting pigmentation begins during the following week, 
reaching its maximum in about three weeks and fading within two months 


PATHOGENESIS 

Sunburn is caused by radiations having wave-lengths below 320 mu, but especially 
those around 250 and 297 my. Most of this radiation is absorbed by the epidermis, 
much of it in the horny layer, and to an appreciable extent even by a film of sweat 
on its surface. 

Pigment is a much less important protection than is popularly supposed. In- 
deed, in spite of his epidermal pigment not being confined to the basal layer but 
distributed in the outer layers of the epidermis, which renders it more effective 
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than that of the white races, a negro suddenly transferred in his traditional 
costume from Manchester to St. Moritz would probably be severely sunburnt. 
Moreover, albinos and patients with vitiligo acquire considerable protection 
without any pigmentation at all. Hyperthyroid and red-haired persons are more 
liable to sunburn probably because their horny layer is thinner than average. 

The initial photochemical action is on the epidermis, in which it would appear 
that some substance is elaborated—probably other than histamine—which diffuses 
into the papillary layer of the dermis and dilates the small vessels there. The im- 
mediate effect of exposure on the epidermis is probably to increase its opacity by 
direct cellular damage which then has the effect of attracting towards the surface 
pigment already present in the basal layer. This pigment is thus carried to the 
surface and shed in the desquamation following the immediate reaction. The later 
phase of pigmentation is probably associated with increased metabolic activity 
in the basal layer but it does also seem that some of the longer waves, e.g. those 
around 295 and 340 my, have a specific influence on pigmentation; and it is of 
course the absence of these that makes the mercury vapour lamp so much less 
effective for the purpose of tanning than natural sunshine or the carbon arc. But 
the most important factor in protection from sunburn by accustomance is that 
the horny layer responds by an increase in thickness and that this response is 
general and not limited to the areas exposed 


ETIOLOGY 

The radiation concerned is entirely in the invisible part of the spectrum and 
nearly all of it is excluded by window glass. A very little smoke in the atmosphere 
absorbs nearly all of it but water vapour absorbs far less than is generally believed. 
It is of course quite possible to be sunburnt on a cloudy day at the seaside, especi- 
ally when the wind is blowing onshore from straight across the ocean—a pheno- 
menon often attributed by the astonished victim to salt in the air. The radiations 
are well reflected by water, snow and ice 


DIAGNOSIS 

In sunburn the cutaneous manifestations are sharply limited to the parts left 
exposed by clothing or posture: there is, for example, nearly always a shadow 
under the chin and in the axilla extending along the medial aspect of the upper 
arm and ulnar aspect of forearm. An itching papular form of what is so nearly 
universal as to entitle it to be regarded as sunburn may be seen on the helix 
auriculi of perfectly healthy children; and in countries where the climate is fickle 
it has been mistaken for chilblains. A hypersensitivity to sunlight (‘the smarts’) 
is met with in the gas industry. There is very little chance of confusing sunburn 
with pathological conditions such as pellagra and disseminated lupus ery- 
thematosus. 


TREATMENT 
In severe cases rest in bed with avoidance of such peripheral vaso-relaxants as 
alcohol may be needed. I well remember the case of a colleague who on the 
strength of a false analogy with pellagra had dosed himself with nicotinic acid! 
There is of course no internal remedy for sunburn. In the ordinary way an 
evaporating wet dressing of lead lotion, or even a simple starch dusting powder 
to radiate away some of the uncomfortable heat—will meet the case. 
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PREVENTION 
Should we have without notice to give an open-air demonstration of callisthenics 
to a nudist colony in the Alps, nothing short of a thick layer of ichthyol zinc paste 
or possibly of the kind of make-up used in television studios could be relied on. 
Various substances, for example methyl salicylate or salol (10 per cent.), para- 
aminobenzoic acid (3 per cent.) or aesculin (3 per cent.) in creams; 2 per cent. 
quinine alkaloid in 1 per cent. glycerin in alcohol, and 10 per cent. tannic acid in 
30 per cent. industrial spirit—of which the last is the cheapest and cleanest and 
the last but one usually the most effective—have been used in various pathological 
conditions with success, varying according to the degree or phase of any psycho- 
neurotic factor that may also have been present. But it must be obvious that 
graduated exposures, by which the necessary thickness of horny layer is built up, 
is the only rational protection. Fortunately, as already mentioned, it is un- 
necessary thus to inure the whole surface to be protected. If the upper extremities 
are exposed on the first day, plus the lower extremities on the second and third, 
the whole trunk can be safely exposed on the fourth. 
J. H. Twiston Davies, M.B., CH.B. 
Physician, Manchester and Salford Skin Hospital. 


NOTES AND QUERIES 


tartrate (‘thephorin’), in dosage of 25 to 50 mg 
at 8 a.m. and 12 noon, is probably the most 
suitable of the antihistaminics, 
stimulating rather than hypnotic. 
Since the patient who is the subject of this 
query is bedridden, daily-vigorous physiotherapy 
would be a necessary adjunct to such treatment. 
It is just possible that by some such measures a 
patient even so severely disabled may be ren- 
dered at any rate partially mobile. Unfortunately 
however, marked improvement of this kind is 
usually short-lived, and whilst it is sometimes 
easy to obtain a dramatic improvement the 
patient often slips back to the previous level of 
severe disability once the novelty of the 

regime has passed 
Henry MILLER, M.D., F.R.C.P 


Treatment of Parkinsonism 
Query.—I have a patient who has had paralysis 
agitans for fifteen years. He is now practically 
bedridden. The tremor of the hands has dis- 
appeared following the administration of 
hyoscine hydrobromide 

I would be grateful for any suggestions for 
further treatment. 


simce it is 


Repry.—The medical treatment of Parkinson- 
ism is unsatisfactory, and in most patients there 
is a progressive increase in disability despite 
everything that can be done in the way of 
changes in treatment. Nevertheless, some 
patients do better on one drug than on another, 
and many cases obtain at least temporary 
benefit following any change of therapy. 

The case mentioned does not sound a very 
hopeful one but it would be worth while trying 
a gradual change: first to tincture of stramonium 
(up to 30 minims [2 ml.] three times daily). If 


new 


Side-Effects of Stilbeestrol in 


this is of no further benefit it would certainly be 
worth trying benzhexol hydrochloride (‘artane’). 
It would be wise to begin this drug with a dose 
of 2 mg. three times daily, gradually increasing 
it to perhaps twice this amount. Some patients 
can take more, but quite a proportion become 
confused on anything above 10 mg. a day. The 
benefit obtained from stramonium or ‘artane’ 
may be increased by the simultaneous ad- 
ministration of either amphetamine in some 
form or an antihistamine drug. Phenindamine 


Carcinoma of the Prostate 


Query.— What are the principal side-effects 
which one can expect from stilbestrol when 
administered in the recommended large dosage 
for the treatment of carcinoma of the prostate, 
particularly so far as the cardiovascular system 
(including the blood pressure) and the gastro- 
intestinal tract are concerned? I am particularly 
worried by the nocturnal attacks of diarrhea, 
sometimes prolonged, which I arn encountering 
in some of the patients to whom I administer 





NOTES 


stilbestrol. These attacks can be quite dis- 


tressing 

REPLY effects which one 
can expect from stilbeestrol in the treatment of 
are gynecomastia with 


The principal side 


carcinoma of the prostate 
black pigmentation of the 
libido ymiting are experienced by 
some than 
women 


nipples and loss of 
Nausea and 
patients, but this is far less usual 
wher administered to 
There 
f the 


estrogens 


«estrogens are 


mav be some degree of edema because 


water and salt-retaining properties of 


though this is rare. Cerebral catas 


have occasionally been reported, but 


have 


evidence 


trophes 


been ncidental There is no 
that «a 
effect on the cardiovascular system 
that it 


turbances manifested by hot flushes 


these may 


strogen has any adverse 


other than 


clear 
vascular dis- 
It has been 
blood 


though there 1s not 


controls the peripheral 


suggested that it may lower the high 


pressure of the climacterx 
I know of no 


th . 


claim 
the gastro-intestinal 


much to substantiate 
rts of its influence on 
of none in which prolonged 


been a 


tract and certainly 


cturnal prominent 


diarrhoea has 


feature. I believe tl symptom must be co- 


neid referred to. On the whole, 


ental in the cas« 


high dosage of stilbeestrol is remarkably devoid 


unpleasant sic effect in the treatment of 


ma f the pr tate 
P.M BisHOP, D.M., M.R.C.I 


Senile Xerostomia 


have a patient, aged 72 years, who 


QueRY ] 
! ; 


from excessive 


yuth 


four years has suffers 


burning of the n (lips and 


1 frothy, glutinous saliva 
is consulted erous specialists, had her 
removed, and so on. She is a very worrying 
Clinically there ts no evident cause—urine 


blood 


egative chermica blood is normal 
is 200/100 mm. Hg 

time or ar during the last four 
e has had: Vitamin A (‘erovit 


lemon 


ther 
Vitarnin 
washes juice 


Both the 


are becoming exhausted at 


ic rgal . mou 
l’ tablets, nicotinic acid 
and mysel 
f respons Incidentally, she takes bar- 
for insomnia. I stopped 
» effect If any further 
treatment could be 


st appreciative 


ccasiona 
s while, wi 


stigation if : 


sounds like senile xer« 
the mouth glands. It 
manifestation of the 
s0o-ca The (xerostomia or 


Sjdégren’s chronic inflammatory 
atrophy of nur is nds of unknown 
As howe treatment this 


is @n aca lerness and ulceratior 


rigir 


specif 


AND 
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are not mentioned and so a general, i.e. nervous 
cause for the burning sensation is more likely 
than a local inflammatory one 

Although becoming exhausted the patient is 
not yet at the end of the therapeutic possi- 
bilities. As pernicious anzwmia 
principle may cause a sore tongue in old people 
without should be given 
B,,, 100 weekly by 


course of estrogens might help. Spicy foods and 


absence of the 
anzmia, she vitamuir 
micrograms injection. A 
alcoholic drinks should be avoided. Symptomatic 
measures, such as frequent lemonade and acid 
drops, should be continued and it might be 
worth trying the effect of neostigmine (‘prostig 
min’), 15 mg. orally 


been 


Hypnotic suggestion has 
helpful in these The 
possibility that, unknown to the doctor, some 


sometimes cases 
atropine-like drug is being used, e.g. as a lini 
should be borne in mind 

C. ALLAN Brracn, mM 


ment 


Intolerance to Sodium Salicylate 


in Rheumatoid Arthritis 


QUERY 
pati nt 


India) In 1046, a 
had an 
acute attack of rheumatoid arthritis and was con 
fined to bed for 
nas had periodic attacks of pain in various joints 


(from a reader in 


male who is now aged 37 years, 


sbout six weeks. Since then he 


Sodium salicylate gave relief in these attacks, but 


for the past six months he has been unable to 


tolerate this because it has caused flatulence and 
vomiting. In the few severe attacks which he has 
had recently, relief has been obtained with ir 


jections and tablets of ‘irgapyrin’. I should b« 


zrateful if you could suggest some way of giving 
4 x & “ 


, 
him sodium salicylate vy any alternative) as 


maintenance therapy, as | have tried various 


methods: mixing it with all kinds of digestive 


enzymes, giving a mixtures or tablets befor 


meals and sodiun heylate after meals, and 


finally, sodium salicylate and iodine injections 


all without success 
REPLY Ir 


Saiic 
the ! nost lrug 
} 


erate it. Soluble forms are available 


rheumatoid arthritis aspirin (acety! 


n one form or another is probably 


sseTu Few patients are 


unabie to tk 


Some patients prefer phenacetin, aspirin and 


compound tablets of 


likely t 
tablets. | 


tablets, such as 
B.P 


gastri 


codeine 


codeine Phenylbutazone is more 


cause rritation than aspirin 


would suggest the soluble form of acetyl 


ic acid, ¢.g. ‘solprin’, in this case 


F. Dupiey Harr, m.p 
Primidone and Malignant 
Melanoma 

QUERY 


a Londor 


aged 26, was sent horn 


sufferir g@ trorr 


A young man 


frorr malig 


hospita 
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nant melanoma, with several subcutaneous 
metastases in his right arm, over his chest and 
in his thigh. The tumour started probably in 
the corneal-scleral junction of his right eye. The 
secondaries were the size of a plum stone. He 
developed epileptoid attacks and given 
phenobarbitone, but the attacks remained un- 
controlled. At this stage I saw the patient for 
the first time and prescribed primidone (‘myso- 
line’), four times a day, instead. He has now 
been under this treatment for four months and 
has had no further epileptoid attacks, which 
always started with flashes in the right eye. The 
amazing result, however, was that the cutaneous 
metastases gradually reduced and, after eight 
weeks’ treatment, completely disappeared 
There is no doubt of the diagnosis, as this was 
confirmed by biopsy 

Have spontaneous cures of cutaneous secon- 
daries ever been reported in malignant 
melanoma, or is there a possibility that primi- 
done may have tumour-inhibitory effects? The 
patient recently developed a bony secondary in 
his right upper jaw. If primidone were re- 
sponsible for the disappearance of the cutaneous 
metastases, the concentrations might not have 
been high enough to have an effect on the 
Before speculating upon such important 
and far-reaching possibilities, | would like to 
similar spontaneous cures 


was 


bone 


know whether any 
have been reported 


REPLY sub- 
cutaneous metastases in malignant melanoma 
is undoubtedly uncommon but has been re- 
corded (Bennett, Gould, 1906). In a 
recent article theories to explain such spon- 
taneous regression Levison 
(1955). It seems improbable, however, that the 
would have this 


Spontaneous regression of 


18909; 
are considered by 
primidone 


administration of 


effect 


References 
Bennett, W 8099): Lancet, i, 3 
Gould, A. P. (1906): Arch. Middx Hosp., 9 7 
Levison, V. R. (1055): Brit. med. F., i, 458 


H. W. Gorporn, M< M.B., 


Vitamin A in Acne Vulgaris 
Query.—In the Practical Notes section of The 
Practitioner for July 1954 (p. 100) there is an 
abstract of an article from the Journal of the 
Indian Medical Association, concerning the use 
of vitamin A in ache vulgaris. The dosage 
suggested is very large by ordinary standards. Is 
there any chance of toxic manifestations when 
using such large dosage for so long? How would 
toxicity show itself? 


vitamin A gives rise to 
laver of the skin and 


Repty.—Shortage of 
changes in the horny 
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especially follicular hyperkeratosis. Peck and 
his co-workers showed that two rare skin con- 
ditions associated with abnormal keratinization, 
pityriasis rubra pilaris and Darier’s disease, 
responded sometimes to enormous doses of 
vitamin A. These observations have led derma- 
tologists to try such doses in a large variety of 
skin conditions associated with changes in the 
horny layer, xeroderma, corns and 
callosities, senile keratoses, kraurosis vulvz, and 
also acne. Few of these series of cases have been 
adequately controlled, but quite a number of 
reports of a favourable effect in acne vulgaris has 
appeared since Straumfjord’s (1943) original 
account of improvement in all but 3 of 100 
patients. On the other hand, Mitchell and 
Butterworth (1951), in a small series, obtained 
worse results in treated than in 
patients. It is suggested that the type of 
likely to benefit is that in which 
marked follicular hyperkeratosis 
The dose used is 100,000 to 200,000 
daily, which can be given as the concentrated 
solution of vitamin A, B.P.; 10 minims (0.6 m1.) 
contains 25,000 units, so that an adequate dose 
Toxic 


such as 


untreated 
acne 


there is a 


units 


would be 30 minims (2 ml.) twice daily 
symptoms have occurred with 500,000 i.u. daily 
in children, who may show an enlarged liver and 
spleen, bony changes including precocious ossi- 
hair and scaling of the skin 


drowsiness, headache, 


fication, loss of 
Acute signs, 


vomiting and peeling of the skin, may occur in 


including 


those who eat polar-bear liver, which contains 


enormous amounts of vitamin A 


References 

Straumfjord, J. \ 043 Northt 
219 

Mitchell, G. H Butterwort! 


Derm. Syph 


Technique for Gregersen Test 
QUERY I 
further information about the Gregersen test (as 


wonder if you can give me any 


mentioned in The Practitioner, October 1954, 
p. 466). I have all the necessary ingredients, but 
I find it rather a fiddling job doing the test. Is it 
recommended that this is done in a test-tube, 
or in, say, a crucible or something like that? 
Does it matter in what order one mixes the 
ingredients? In the technique for the old ben- 
zidine test it 1s recommended that the emulsion 
of feces should be boiled. Is this necessary in 
the Gregersen test? Furtherrnore, how can one 
clean the test tubes or utensils afterwards? 

I should also like to know the clinical indica- 
tions and limitations. Is this a good test for 
blood obtained from other sources? What degree 
of sensitivity ts there 
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Repry.—The usually carried out as 


follows 


Gregersen’s powder 
5 g. of benzidine) with 
t inch (3 ml.) of 50% W/V acetic acid in a test- 
tube immediately Shake the tube 
well and cool in running water, then pour the 


Mix about o g. of 
(100 g. BaO, and 12 


before use 


mixture over a thin smear of the stool on a white 
tile or microscope slide. A blue colour should 
develop within 30 seconds if the test is positive 
The test- 
tubes and utensils must be chemically cleaned 
so that they do not colour with a 
blank test. One way of ensuring this is to use one 


It is not necessary to boil the feces 


yield any 


special tube for mixing the reagent and to use 
new slides each time 

The sensitivity of the test is adjusted to give 
negative results on a mixed meat-free diet. As 
with most occult blood tests, a positive result 


AND 


» = 
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does not give any indication as to the source of 
the blood 
Proressor N. F M.R.C.P 


MACLAGAN, M.D., 


Treatment of Suppurating Burns 
Dr. W. E. THompson (New 


writes:—In suppurating 


Brunswick, 
Canada) burns, im 
which there 1s a stench 


treated early, | 


particularly if they have 


not been have obtained most 


dressing of 20 
The odour of this 


satisfactory results from a 
dettol’ in crude cod-liver oil 
dressing is pleasant and effectively acts as a 
deodorant Sepsis is reduced in a matter of a 
few days, and the crude cod-liver oil stimulates 
Indeed 


this dressing | have never had recourse to 


since using 


skin 


encountered keloid growth 


skin growth very rapidly 


grafts, nor have | 
Pain is greatly reduced, and patients are grateful 
cessation of the 


for this as well as for the 


previous obnoxious odour 
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A Follow-up of Infantile Eczema 
, FOLLOW-UP has been carried out by Mary 
Vowles, R. P. Warin and John Apley (British 
Journal of Dermatology, February 1955, 67, 53 
of 84 infants and young children with eczema 
which had first appeared before the age of one 
year and had enough to require 
admission to hospital between 1930 and 1940 
The each of children 
sited in 1953. As controls, the 
suthors selected the hospital inpatient records 


been severe 


homes of these were 


1952 and 
57 children, with no record of skin disease, 

had been admitted to the surgical wards of 
hospital, and a further group of 120 school 
Idren of the samme age. It was found that six 
f the eczema children had died, ‘giving a sur- 
of 7%. All 


two had pneumonia, two gastro- 


prisingly high mortality rate had 
me infection 
teritis, one bronchitis and gastroenteritis, and 
ne died undiagnosed two days after a sudden 
rise of temperature. In 55% of the cases eczema 


had persisted to 13 years of age. The period 
when there is the greatest tendency for eczema 
to resolve is during the first three years: 27%, of 
the cases in this series cleared in this period. An 
assessment of associated disorders showed that 
73%, of the patients fell into a group comprising 
asthma, recurrent bronchitis or 
rhinorrhea: 50% had asthma alone, compared 
with 2%, of the children in the control series 
Migraine and urticaria were both much more 
common in the eczema series than the controls 
4% of the eczema series had migraine, com- 
pared with none in the control series, and 17% 


seasonal 


had urticaria schoo 


compared with 1 in the 
The of pneumonia in 


the eczema series (22%) was also much higher 


control series incidence 


than in the control groups (none in the surgical 


series and 3°, in the school series). The evidence 


suggested that there 1s a tendency for eczema to 


persist longer when eczema or asthma has 


occurred in siblings, or when the patient's skin 
than usual. On the 


is more greasy or more dry 


contrary it is not more likely to persist in an 


only child 
duration is likely to be 


rather there is a suggestion that the 


longer when there are 


several children in the family. Birth weight, sex, 


colouring, and type of infant feeding did not 


seem to influence the tendency to persist 


Tolazoline in Retinal Artery 
Occlusion 


In the 


treatment of retinal artery occlusion, 


parenteral vasodilator therapy, preferably by 


should be given in the 


followed by pro 


retrobulbar injection, 
first instance as an initial dose, 
same type of drug 
Weerekoon ( British 
1955, 3% 


priscol appears to be the drug of 


longed treatment with the 
orally’, according to L. M 
Journal of Ophthalmology 
93). “Of these, 
choice by reason of its low toxicity and freedom 
frorn side-effects’. He gives details of three cases 
in which satisfactory results were obtained from 
the use of ‘priscol’ (tolazoline), in conjunction 
with other vasodilator drugs. In one 
occlusion had been present for 
and vision in the affected eye 
counting fingers at 6 inches 


Fe bruary 


case the 
hours, 

was reduced to 
4 retrobulbaer in 


several 
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jection of tolazoline, 0.01 g., was given, fol- 
lowed immediately by an inhalation of amyl 
nitrite and ocular massage. Four hours later 
vision in the affected eye was 6/24. The patient 
was then prescribed 25 mg. of tolazoline thrice 
daily by mouth and oral nicotinic acid, 250 mg. 
daily in divided doses, for two months. At the 
end of this time vision in the affected eye was 
6/9. In the second case it was over twelve hours 
after the treatment was in- 
stituted. Tolazoline, 0.025 g., was injected 
retrobulbarly, with simultaneous administra- 
tion of a capsule of amyl nitrite. Three hours 
later vision in the affected eye had improved 
from 6/36 to 6/18. A second retrobulbar injec- 
tion of tolazoline, 0.025 g., was given the follow- 
ing day, and the patient was put on the same 
oral therapy as the first patient for three months. 
The final visual acuity in the affected eye was 
6/5. In the third case treatment was not started 
until seven days after the occlusion. Similar 
treatment was given, and there was some im- 
provement in vision: from hand movement only 
to 6/60. It is recommended that ‘intensive 
vasodilator therapy should not be withheld in 
even apparently hopeless cases and should be 
persisted in for at least one month’. Advantages 
claimed for tolazoline are that on retrobulbar 
injection it is painless and does not cause ocular 
The only contraindications are peptic 


occlusion before 


palsies 
ulcer and coronary disease 


Diethylamine Salicylate Cream in 


Rheumatism 
“CLINICAL trial of 10% diethylamine salicylate 


cream showed significent relief of soft tissue 
rheumatic pains as compared with a dummy 
preparation’, according to Trevor H. Howell 
(British Journal of Physical Medicine, March 
1955, 18, 62). The investigation was carried out 
on elderly patients suffering from soft-tissue 
pains associated with either chronic rheumatoid 
arthritis or osteoarthritis. In one group of 24 
patients, who were first given a ‘dummy’ cream 
indistinguishable from the diethylamine salicy- 
late cream, 19 claimed relief from the latter, 
compared with only six patients using the 
‘dummy’ cream. A comparison was then made 
with 1:5000 adrenaline cream, and it was found 
that of the 25 patients involved in both trials, 
23 obtained more relief from the diethylamine 
salicylate cream than from the adrenaline cream, 
and only two reported more relief from the 
adrenaline cream. Although there is no evidence 
as to its mode of action, it is claimed that this 
preparation of 10%, diethylamine salicylate in a 
vanishing crearm base is ‘a valuable addition to 
our therapeutic resources for the symptomatic 
relief of rheumatic pains’ 
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Prognosis in Cirrhosis of the Liver 
with Bleeding (Esophageal Varices 


From a study of the record of 112 patients 
admitted to the Boston City Hospital, between 
1944 and 1954, with cirrhosis of the liver and 
bleeding csophageal varices, M. M. Nachlas 
and his colleagues (Annals of Surgery, January 
1955, 141, 10) found that ‘while the first hamor- 
rhage takes the lives of 60%, of the 

patient who survives the episode has two out of 
three chances of being alive at the end of one 
year’. They state that ‘the patient with proven 
cirrhosis of the liver who has a significant upper 
gastrointestinal hemorrhage can be said to be 
bleeding from csophageal when the 
other more common lesions of the stomach and 
duodenum are ruled out’. In their opinion 
‘with careful and repeated examinations, the 
varices should be demonstrated in many cases 
Hypothrombinemia and hypersplenism prob 
ably play ‘a very minor role’ in the 
majority of bleeders. They express the view that 
‘although the life of the non-bleeding cirrhotic 
patient has unquestionably been prolonged (duc 
to antibiotics and the introduction of more 
efficient dietary control), when a haemorrhage 
does occur there is no evidence that any nor 
operative measures can prolong life’. They are 
somewhat critical of the results claimed for 
surgery and suggest that inadequate attention 
has been devoted to the differentiation between 
the treatment of the patient with a sever: 
hemorrhage and the patient who has survived 
his initial hemorrhage. The prognosis for the 
former is so poor that ‘the thought of doing 
emergency surgery should bs 
sidered. The problem is no longer a matter 
how many will die during operation, but rather 
can any be saved by On the other 
hand, different considerations affect the patie: 
who has survived his initial hemorrhag. 


i th 


the 42 patients in their series who fell into th 


Cases, a 


varices 


large 


seriously con 


operation 


category, only one-third died during the sul 
sequent year. ‘Any operative attack upon thes: 
carry a respectably low mor 
demonstrate its 


patients must 
tality, and 
keeping more than two-thirds of these patients 
after their 


must value by 


alive longer than one year initial 


hemorrhage’ 


Treatment of Travel Sickness 

Tue following list of drugs ‘which have 
shown to be effective in preventing sea-sickness 
when given in the dose indicated three times a 
day or less’, is given by H. I. Chinn and P K 
Smith (International Record of Medicine and 
General Practice Clinics, January 1955, 168, 13) 
The authors add: ‘All of these drugs have shown 


beer 
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to be effective in air-sickness when a single dose 
of the drug was given prior to flight’. 


Hyoscne hydrobromide 0.65 to 1.0 mg 
Dimenhydrinate (‘dramamune 10°o mg 
Diphenhydramine (‘benadry! 50 mg 
Meclozine (‘ancolan 25 mg 
Cychazine (‘marzine > mg 
Promethazine (‘phenergar 25 mg 
Benacine 

diphenhydramine 25 me 

plus hyoscine hydrobromide 35 mg 


According to R. L. Noble (Jbid., p. 1), ‘the 
best results on motion sickness have been re- 
with (1) 0.65 mg 
0.8 mg. /- 
theoretical con- 


ported from oral therapy 
hyoscine, (2) 0.3 mg. hyoscine 
hyoscyamine’. He that 
sideration suggests the addition of a barbiturate 
although improved protection 
alkaloids has not been 
demonstrated \ approximately 
equivalent activity to hyoscine alone’ is. 130 mg 
amylobarbitone, and 0.32 mg 
The first dose should be taken orally 


adds 


may be of value, 
over the belladonna 


mixture of 


0.4 mg hyoscine, 
atropine 
one to three hours before 
it acts for eight to ter 

s usually half the abov 


eight to 


exposure to motion; 
hours. Continued dosage 
e single dose taken every 


twelve hours 


Splenic Infarction and Flying 
AccorDING to E. W. Smith and C. Lockard 
Conley (Bulletin of the Johns Hopkins Hospital, 
January 1955, 96, 35), ‘sickle cell-hamoglobin 
disease should disqualify an individual from 
fiying. There is a smaller bus definite 
hazard to the individual with sickle cell trait’ 
This conclusion is based upon the findings in 
an electrophoretic study of the blood from 15 
lividuals who splenic infarcts 
luring flight. Fourteen of these patients were 
rroes, and one was white but was said to have 
: somewhat dark skin’. Sickle (S) haemoglobin 
as present in the blood of each, and in three 
cases C hemoglobin was also present, indicating 
that these were cases of sickle cell-hamoglobin 
C disease. Anemia of moderate to severe degree 
was encountered in four of the patients, includ- 
ing the three with sickle cell-hamoglobin C 
disease. In the majority of cases the splenic in- 
farction occurred while ftying in unpressurized 
Service planes at heights of 10,000 to 15,000 
feet, but in two cases (both cases of sickle cell- 
haemoglobin C occurred in 
mmercial air-line flights at altitudes between 
4000 and 6000 feet. It is pointed out that, as 
approximately 8%, of American neproes have the 
sickle cell trait, the risk of individuals 
developing splenic infarction during flight must 
be relat view of the small number 
»f cases which has been reported. On the other 
hand, with sickle cell-hamoglobin C disease the 
risk of infarction is high 


much 


devel ype d 


disease) infarctior 


such 


vely shght in 


jeveloping a splenx 
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The fact that the two patients in this series who 
developed infarcts at relatively low altitudes 
both had sickle cell-hamoglobin C disease ‘in- 
dicates that flying presents a considerable 
hazard to persons with this combination of 
abnormal hemoglobins’. The mechanism by 
which splenic infarction is produced in these 
individuals during flight is not clear. It is 
pointed out that routine tests to detect sickling 
are often unreliable, and it is recommended that 
‘whenever possible, electrophoresis of the 
haemoglobin by a simple filter paper technique 
should be employed. This method is well suited 
for mass screening and gives reliable results’ 


Hirsutism and Fuvenile 
Hypothyroidism 

Deraits are given by W. H. Perloff (Journal of 
the American Medical Association, February 19, 
1955, 157, 651) of four cases of an unusual type 
of hirsutism in children which disappeared after 
six to eight months’ treatment with thyroid. It 
is therefore suggested that this type of hirsutism 
may be a manifestation of hypothyroidism in 


children. The ages of the children were 24, 3, 


4 


5, and 7 years. The distribution of the hirsuties 
was ‘across the shoulders and down the back, 
ending abruptly at the belt line. Long black hair 
was noted on the outer aspects of both arms and 
legs; the inner surfaces of the extremities were 


completely free of hatr ms were the chest and 
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abdomen. There was a slight increase in hair 
growth on the sides of the face’. Other mani- 
festations of hypothyroidism varied consider- 
ably. The initial dose of thyroid extract was 
} grain (16 mg.) daily, and this was gradually 
increased to a daily maximum that ranged from 
2 to 3 grains (0.12 to 0.25 g.) 


Elixir of Vitamins 


formula of the vitamin 


Tue following is the 
elixir used at University College Hospital. 
According to the chief pharmacist to the 
D. Whittet (Pharmaceutical Journal, 
174, 201), it is ‘stable and 


and miscible with water or milk’ 


Hospital, 
March 12, 1955, 
palatable 

entrated snhor 

iD 

oflavine 

tinamid 


eurine hydr 


eh 2 2 EE ee 


3 


of the concentrated solution of 
und D is: calciferol, 0.21 g 

m. units; arachis oil to 45 g 
nstructions for making the preparation 
Mix thoroughly the dry riboflavine and 
le. Transfer to a conical flask and add 
Heat until Dilute to 


acid, aneurine hydro- 


, Vitamin 


dissolved 


ot water 
id ascorbic 
ium pantothenate and pyridoxine 
and stir until dissolved. Mix the 

4 and D and 
a glass then add the 
in small portions triturating 


on. Add the remaining 


solution of vitamins 
mortar 


volume’ 


Thiacetazone in Renal Disease 
In an article in Archives francaises de Pédiatrie 
(1954, 9, 943), which is summarized in La Presse 
Médicale (February 5, 1955, 63, 159), N. 
Neimann et u report that thiacetazone is of 
value as a diuretic in children with renal disease 

The dosage they used 
body weight daily, given 
orally dose, and continued for ten to 
fifteen days. In none of the four children, aged 
2 to 8 years, in whom they used this treatment, 
was any toxic effect observed. In each case there 
was a satisfactory diuresis within two to three 
days. This persisted as long as the drug was 
being given, and for four to five days afterwards. 
This diuresis was accompanied by diminution 
In those cases in which a further 


accompanied by adema 
was 2.5 mg. per kg 


in ome 


of the edema 
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course of thiacetazone was required, there was 
always a further satisfactory diuresis, and no 
evidence was obtained of any decrease in the 
diuretic potency of the drug. Although the 
diuresis always diminished on withholding the 
drug, the residual daily urinary output was 
always higher than that preceding the ad- 
ministration of the drug. It is suggested that the 
diuretic action of thiacetazone is_ effected 
through the diencephalon, and that its action 
is cormmparable to that of cortisone and ACTH 
Thiacetazone, they say, is indicated as a diuretic 
in cases in which cortisone and ACTH are 
contraindicated : e.g. patients with hypertension, 
heart failure, or some infective condition 


Treatment of Bed-Sores 

For the treatment of established bed-sores in 
the elderly, A. N. Exton-Smith (‘Medical Prob- 
lems of Old Age’, p. 89) recommends aniline 
dyes to control the infection in superficial sores 
Deeper sores may require cleansing with eusol 
1:2000, and the application of powders cor 

taining chemotherapeutic agents. A dressing of 
brulidine’ (dibromopropamidine 
cream is ‘often helpful’. The surrounding skin 
should be with an application of 
siccolam’: ‘a non-greasy 
titanium, zinc oxide, kaolin, and glycerin’. Small 
doses of ultra-violet light, given with the 
Kromayer lamp, may help to sterilize the ulcer 
and promote healing. ‘Certain cases may be 
suitable for surgical excision and skin grafting 


isethionate 


protected 
ointment containing 


Gamekeeper’s Thumb 

4, CONDITION ‘so Common amongst game keepers 
as to constitute an occupaticual characteristic 
is described by C. S. Campbell (Journal of Bone 


and Joint Surgery, February 1955, 37B, 148 
This laxity of the 
phalangeal ligament on the ulnar side of the 
thumb. It is attributed to the gamekeeper’s 
method of killing a wounded rabbit by exerting 
a sharp strong pull on the rabbit's neck, which 
is gripped in the thumb-forefinger cleft. In a 
series of 24 gamekeepers, only four failed to 
show this condition and of these, one did no 
rabbit killing, one used a different method and 
one had osteoarthritis of the first metacarpo- 
phalangeal The hand which held the 
rabbit’s head was invariably the one affected 
The only two with lesions of both thumbs wer« 
ambidextrous. The severity of individual lesions 
was directly related to the amount of rabbit 
killing. Two-thirds of the men were unaware of 
the lesion—the remainder complained of weak- 
ness of the thumb-forefinger grip and an ache 
in the metacarpo-phalangeal joint 


consists of a metacarpo 


joint 





REVIEWS OF BOOKS 


Pediatrics f 
Wi 
Ry 
London 


w the Pract EDITED BY ne of 

P., and 
yYOOD, M.D., F.R.C.P 
rth & Co. (Publishers) 


x! 


the 
the 


FRID GAIS 


Lic 
Butt 


age 

INALI gt ant diseas 

yor problems 
geriatrics 

and 1,951. Figures 

ind Index volume 


mo 


st troublesome 
i, whilst the 


© in this age 


the 


grou 


so-called 


conditions 
mar 


Dp 
' 


is one 


spec 


agement 


of the 


if 
ng threc 


from 


The teaching 


sunaged to main 


they have n 


on 


carriec 


sf I 


ithor 


gant matter 
yf the 


atment 


lac b 
tre 


tance isa 
mptomatic 
form 
ted 


1) 
Wii 

Whether 
genera 


liatricians 


a usefu 


A. N 
Bristol 
Pp 


IN- SMITH 
W rigt t 


igures 


x 


I9gss 


the man wu 
which 


deal 

lhagnosis 
ana sore 
are 


; the 


systern by 


are 


book 


are liseases of 
This is par 
} 


pruritus 


vated in the 
trom 


n South 


ot 


the oung 
i that 
which 1s 
increasing prop yrtion 
With this book by his s« 


tar wron 


of his practice OCUPY 


im the 


ne he will 


-_ 
had 


though at times he wish 
author been more practi n his 


their 


j The 


Casualty 
WDEN, B 


Department 
F.R.C.S 
Ltd 


»~8. Illustrations 


By 
Edinburgh: | 
Pp 


(; 
& 
vili and 
7,75 6d 


thre« 


M 


S. Livingstone 


1955 
Price 


into 


2 I? 
roughly 
with sepsis, mur 
the organization and 


f a casualty department 


that i contr ersial 


Mr 


the ant have 


bioti 


th t '" t f | 
‘ treatmmer of 10Oca 
the granulation Darricr was 


is a ZONE protecting the body 
Now it must be looked or 


bacteria from the 
the 


th 


rf 


ve wh 


treatment 
ywwed, and whether the 
can be ¢ yualled 


pting t f 


has obtained 


geons atte low his wmmetructi 
whether ndeed, working without 


be led t | 


mis super 


The 
surgery iu 
f. His confider 


p. 143 


might not isaster 


enthusiastical 


cu 


at 


he sur 


mari 
ussification of burns accepted 


surgeons ang when 


jurle 
b 


. p ne states 


e successfu usually 


and 
t 


ithin eight hours airy 
better’. It would b sting 
this staternent 

1 sections of the | 


OK are 


helpful, and the 


convincing st 


x 
thetr 


whole 
Dhe 


sua high 


t 





632 


standard, particularly in the illustrations which 
are admirable. In another edition figure 1 (3) 
should be printed the other way up. 
This is a difficult book to review 
be easy to praise it to the skies; as 
damn it to the other place. But every surgeon 
should Whether he be 
uplifted he will certainly be made to think, and 
cannot fail to learn something 


It would 
easy to 


read it annoyed or 


Current Concepts in Digitalis Therapy. By 
BERNARD LOWN, M.D., and SAMUEL A 
Levine, M.D. London: J. & A. Churchill 
Ltd., 1955. Pp. ix and 164. Figures 21 
Price 253. 

Tus little pocket-book provides a useful sum- 

mary of modern views on digitalis. Practically 

half of it is devoted to a discussion of paroxysmal 
auricular tachycardia with block, a manifestation 
which the Boston 


»f digitalis intoxication to 


workers have devoted much attention, and a 
w ‘digitalis tolerance test’. This rather upsets 


er 
alance 


of the book for the general physician 
the cardiologist will appreciate this succinct 
w of the subject. The book will have much 
peal in the United States where heroic 
therapeutic com 


yed than in the United Kingdom 


measures are more 
emp 
discrimination 


used with 


form of the leaf or digoxin, 


s clear that 
ligitalis, if the 
safe and valuable drug if the 


Mac Kenzi 
Perhaps this bijou book’s greatest 


prin- 
f the school of cardiologists 
handicap in the United Kingdom is the price, 
which seems out of all proportion to its size, and 
definitely places it in the category of books for 
the specialist and the library 

Vervous 
Pu.D., 


Ltd., 


Illustrations 42 


Clinical Aspects of the Autonomi 
System. By L. A. GILLILAN, 
M.D. London: J. & A. Churchill 

Pp. xii and 316 
Price 4535 

Proressor GILLILAN is an anatomist and his 


19gss 


anatomy of the autonomic 
He has the ability 
of imparting this knowledge in a clear and con- 
The line 


knowledge of the 
nervous system is immense 
cise manner drawings are good and 
the production of the book is of high quality 
It is divided into two parts, the first dealing 
with the 
nervous systern and the second with the innerva- 
After the 
anatomy and 


gene ral anatomy of the autonomic 
tion of visceral organs and systems 
admirable 
phy siology, the 
cussed. The clinician may be disappointed with 
this aspect of the book Professor Gillian seems 
to be more at home in the dissecting room than 


presentation of the 
clinical applications are dis- 


in the ward. Conjecture is sometimes presented 


THE PRACTITIONER 


the autonomic 
over- 


influence of 
on certain 


as fact and the 
nervous system 

emphasized. The possible role of the autonomic 
nervous system in the control of fat metabolism 


diseases is 


is among the interesting subjects which are 
barely discussed. 

This book is a brave attempt to present an 
up-to-date account of a complex and difficult 
subject. It will be of thoughtful 
physicians. 


interest to 


Brain Mechanisms and Consciousness. EDITED 
By J. F. Decarresnaye. Oxford: Black- 
well Scientific Publications, 1954. Pp. xv 
and 556. Illustrated. Price 42s 

Tuis is am account of a symposium held ir 

Canada in August 1953. A group of internatior 

ally distinguished workers in various aspects of 

science and medicine, under the chairmanship 
of Prof. H. H. Jasper, made their several con 
tributions towards our understanding of the 

The 


cussed are diverse, though they are all linked 


physiology of consciousness topics dis 
with the problem of consciousness. They ir 
clude, for example, the physiology of the brain 
stem reticular system, the action of anesthetics 
the physiological basis of perception, the cor 
relation of autonomic phenomena with altera 
tions of consciousness, and psychopathologica 
considerations which may be relevant. Fron 
these topics are derived the eighteen chapters 
which form the main substance of the book 
There is an abundant bibliography. 

The subject matter is never dull, though ofter 
intricate and demanding a high degre« 
tained attention from the reader; but he car 
hardly fail to feel, if he gives himself serious 
to this erudite work, that he has, as it were 
front seat from which to witness a fascir 
exposition of advanced neurophysiology 
related topics at the hands of those wh 


masters of their subjects. 


Color Atlas of Pathology, Volume 2. Pre 
pared under the auspices of the U.S 
Naval Medical School of the National 
Naval Medical Center, Bethesda, Mary 
land. Philadelphia: J. B. Lippincott Co 
London: Pitman Medical Publishing Co 
Ltd., 1954. Pp. x and 450. Plates 343 
Price £7. 

Tuts second volume maintains the high star 

of the first and covers the endocrine syste 

gynzcological and obstetric lesions, diseases 
the breast, diseases of the male genital tract and 
skin. In his foreword Rear- 

Pugh says that this lume 

by the 


the skills and the energies 


diseases of the 
Admiral Lamont 
‘has been 
loyalty, the 


made possible enduring 


intellect 
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the pruning should have involved such a drastic 
shortening of the section on diet in pregnancy. 
In his preface to the first edition the senior 
author stated that ‘dogma, too, has little place’ 
in this book. There are occasions, however, 
when this has been carried too far. For instance, 
a staternent such as ‘if the patient is anzmic it is 
well to give medicinal iron’ is not conducive 
to good practice, whilst the section on smoking 
during pregnancy gives no guidance whatsoever 
as to whether or not the pregnant mother should 
be allowed to smoke. In these days of increasing 
popularity of flying, it is a pity that the authors 
have not allotted 
discussion of the aerial transport of pregnant 
Despite these criticisms, however, this 
work on the subject, and 
consulted by all who are 


at least a short spate to a 


women 
remains a standard 
one which should be 


concerned with the practice of obstetrics 


Textbook of Chiropody, by Margaret J. McKenzie 
F.cu.s., second edition (E. & S. 
Ltd., 22s. 6d.).—This book is a 

st aluable reference book for the medical 
tudent or doctor, on many important subjects 
not well described in most surgical 


Swanson 


I ingstone 


which are 
textbooks. The common abnormalities of the 
feet and toes are well described and illustrated 
by photographs; and the principles 

niques used to relieve them are well 

here is a valuable chapter on drugs 
ind dressings I very doctor should possess this 
book. He w find it useful for the 
of the feet that arise so 


shown 


onstantly 
] ‘ 
mplau 


trouDiesome <« 


ften and are difficult to deal with 


Andrews, M.D., 
Saunders Co., 


Diseases of the Skin, by G. (€ 
F.A.C.P., tourth editior (W B 
6ss.).—It is a pleasure to welcome the fourth 
Andrews’ textbook, 


of academic work and 


edition of Dr which is 


based on his thirty years 


clinical experience. Compared with the previous 


issue in 1946 greater emphasis 1s placed on the 


histopathology of the skin and many new 


illustrations are provided with 
legends. The 


diseases hav e beer 


explanatory 
fungus 
new’ diseases and 


chapters on virus and 
amplified, 
been included, and there are 


discussions on the L.I 


syndromes have 
phenomenon, on the 
skin manifestations of internal cancer, on the 
diagnosis and treatment 
pigmented nevi and the 


junctional 


#f the various types of 
relationship of the 
There is a 
short but account of pemphigus and 
pemphigoid including the unique 
microscopical findings that are now recognized 
in pemphigus vulgaris, of the technique of the 
Tzanck cytodiagnostic test, which is so valuable 
in the differentiation of bullous dermatoses, and 
of the management of pemphigus with ACTH 


nevus to melanoma 
clear 


eruptions 
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and cortisone. There is also an excellent chapter 
on contact dermatitis. 

The book is intended for practitioners and 
students and a minor criticism therefore might 
be that some of the sections on treatment could 
be more explicit. That on scabies, for instance, 
four 
directions that the remedy must be applied to 
the whole body below the neck and not merely 
to the lesions, which is what patients usually do 


consists only of lines, and there are no 


would 
fauit 


unless clearly instructed otherwise. It 
be difficult, find 


with this book, which represents single 2uthor- 


however, to much 


It is a sound, up-io-date and 
textbook, 


ship at its best 


well-illustrated practical compre 


hensive in scope, succinct and authoritative in 
style. 

Kinnier Wilson's Neurology, edited by A. Ninian 
Bruce, M.D., F.R.C.P.ED., F.R.S.E., second edition 
(Butterworth & Co Ltd., three 
volumes, price {10 10s.).—As an achievement 
Kinnier Wilson's 


has been greatly improved, and those who do 


(Publishers) 


of publication, ‘Neurology’ 


not possess the original edition will find all they 
sought there, more easily available in this second 
edition. Wilson’s original text has apparently 
been little altered, but the editor has used great 
industry in trying to bring the book up to date 
That is of 


limits of description of disease 


feasible within the 


but to keep a 


course quite 


text written over twenty vears ago unaltered and 


then to add contem:~orary knowledge based on 


new techniques of investigation and treatment 
can lead to chaos, and it often does so in thes« 


three volumes. It would have been at onc« 


easier and more acceptable to have reprinted the 
original text. To rewrite much of Wilson’s text 


+ 


would have destroyed its character, but the 


compromise which has been attempted is most 
unfortunate 
It is not 


enormous work to be 


expect such 
fully up-to-date, who 


that we must 


accurate, or perfectly balanced, but it 


either be an historical classic or a work of 
temporary and the second ed 
falls heavily 
whilst the first with its faults, was 
certainly an historical Those who 
use this edition should know their neurology 

that they 
jecting what is 


handled in the editing 


importance, 


between these two extremes 


edition, 


document 


may find what they need, whilst 


outmoded or inadequately 


The contents of the June issue which will mtain « 
symposium on ‘Food Poisoning’, will be found on page 


c at the end of the advertisement section 


Notes and Preparations, see page 635 
Fifty Years Ago, sce page 6 0 
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Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 


tet combined male and female hormone treatment is the 


most effective in this condition 


* the correct balance of the two hormones is essencial 
both for efficacy and economy — determined by exten- 
sive clinical trial in the U.K. and unique to Mixogen 


2 both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is 


given in the simplest and most convenient way 


Dosage : initially |-2 tablets daily, reducing when possible 


Packs: Perspex tubes of 25 tablets and botties of /00, 
250 and 500 Literature on request 
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SODIUM SALICYLATE 
WITHOUT GASTRIC DISTURBANCE 
% Dissolves only in the small intestine 


*% No fear of renal damage 
* Tasteless and without side-effects 


STANDARD containing 0.5 g. sodium salicylate. indicated 
for acute articular and extra-articular rheumatism and its 
complications ; rheumatic pains ; infections and hepatic 
disorders. 


VITAMINISED containing 0.5 g. sodium salicylate pilus 
vitamins B,, C, K and PP. Indicated where above conditions 
are complicated by vitamin deficiencies and where especially 
high dosage of salicylate is required. 
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for 
threadworm 
and 
roundworm 
infestation 


“Entacyl’ is a particularly effective anthelmintic. Its 
action is rapid. Its taste is pleasant. Its administration 
is not accompanied by nausea or other side effects even 
in very young children. Complete eradication is 
obtainable without the use of an enema. 
DOSAGE: I tabler per year of life per day up to the age of six 
years. Over six years of age 2 tablets three times a day. This 
dosage should be adwumstered for one week 
Pads of instruction leafiets intended to be handed to patients 
ing treatment with Entacyl for threadworm in- 
festation are available on request. 
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